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ABSTRACT 

Following opening remarks by presiding committee 
member Matthew F. McHugh, this hearing record begins with a fact 
sheet inserted into the record which provides- information on the 
following issues: infant mortality in the U.S. and in upstate New 
York? the inadequacy , unavailablity , or u"-afforaaMlity of prenatal 
care? other obstacles to care including drug use? and the importance 
of parent education. Supplemental tables and graphs give data on the 
connection between infant mortality and low birthweight? federal 
maternal health programs? and medicaid coverage by state. The 
community Health Worker Program, a community-based family outreach 
program, and similar programs are described, infant mortality, and 
child and maternal health problems, in Onondaga County and the city 
of Syracuse are discussed. A copy of the Onondaga County Infant 
Mortality Action Plan is included. Statistics jited highlight 
maternal and child health problems faced by black Americans. Nine 
health care professionals offered prepared statements and verbal 
testimony to the committee, and thirteen other interested individuals 
provided prepared statements. These statements and testimonies 
addressed the topics covered in the fact sheet, and other topics, 
including: poverty? adolescent pregnancy? syphilis? HIV infection? 
education? child abuse? health insurance? family planning? outreach 
programs? and problems of rural health delivery. (BC) 
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ENSURING HEALTHY BABIES IN UPSTATE NEW 
YORK: PRESSING PROBLEMS, PROMISING 
STRATEGIES 



MONDAY* JULY 16, 1980 

House of Representatives, 
Select Committee on Children, Youth, and Families, 

Washington. DC. 

The select committee met, pursuant to notice, at 9:07 a.m., in the 
Main Conference Room, James M. Hanley Federal Building, Syra- 
cuse, NY, Hon. Matthew F. McHugh presiding. 

Members present: Representatives McHugh and Walsh. 

Staff present: Karaoelle Pizzigati, staff director; Madlyn Mor- 
reale, research assistant; and Dennis G. Smith, minority staff direc- 
tor. 

Mr. McHugh. Ladies and gentlemen, we want to welcome you 
here this morning and give a special word of appreciation to the 
witnesses who will be testifying and to our friends in the media 
who will carry your message out into the community. 

Congressman Jim Walsh and his staff have been extraordinarily 
capable and hospitable to us, and we want to express our apprecia- 
tion to them as well. 

I have an opening statement. My name is Congressman Matt 
McHugh, and 1 serve with Congressman Walsh on the Select Com- 
mittee on Children, Youth, and Families. And, of course, the hear- 
ing this morning is under the auspices of that committee. 

We are dealing here with a very serious problem nationally, and 
a particular problem in Onondaga County and many communities 
in upstate New York, including some of mine in the 28th Congres- 
sional District. So, we are very grateful to all of you for being with 
us and sharing your observations and sharing your suggestions 
with us. 

I will have a brief formal statement and then I will ask Jim to 
make any comments he would like. And then, as I think most of 
you know, we are going to do two panels of five each and we expect 
that each panel will have approximately one hour. We would ask 
each witness to try to limit your opening comments to five min- 
utes, and we realize that may be a little bit tight, but we do want 
to leave some time for informal discussion, questions and answers 
which oftentimes is most helpful. We will have to break at about 
11:15. Some of us have to catch a 12:10 plane back to Washington. 
But, again, we are very grateful for your being here and I will now 
make an opening statement for our record and then ask Jim for 
his. 
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Again, on behalf of the Select Committee on Children, Youth, 
and Families, I want to express the committee s very great concern 
for the problem of infant mortality. It is a crisis in our country, I 
want to express as well the committee's appreciation to our wit- 
nesses this morning for the insights that they will provide on the 
situation in New York State and on Onondaga County. Again, I 
would also like to thank Congressman Jim Walsh, and his staff for 
the work that they have done in highlighting the problem here and 
in making this hearing possible. 

Since the select committee s inception in 1983, high priority has 
been given to the fiscal and developmental benefits of prenatal and 
primary health care. Congress has acted in a number of ways, in- 
cluding expanding Medicaid to reduce the financial barriers that 
keep too many low income women and children from receiving pre- 
ventive health care services. 

However, our nation still has a crisis. The United States ranks 
last among 22 developed nations in infant mortality— perhaps the 
most telling indicutor of the health of a nation's children. Three 
hundred thousand infants die or are born with low birth weight 
every year. 

The miracles of medicine have brought us a long way in saving 
dangerously small babies. However, medical technology has taken 
us about as far as we can go. What we have to do now is prevent 
low birth weight, the greatest determinant of infant death and dis- 
ability, and then support families once their children are born. 

After decades of steady improvement in the infant mortality 
rate, the 1980s ushered in a decade of stagnation. In 1987, the rate 
of low birth weight actually rose to its highest point since 1979. 

Today, there is a new urgency. In growing numbers of U.S. cities, 
the infant mortality rate is increasing again. In fact, among U.S. 
cities, Svracuse has one of the highest infant mortality rates, 
higher than in New York City or Boston. In my own upstate dis- 
trict we face similar problems. 

New and complex social crises have compounded the problem. 
Rising drug abuse, syphilis and HIV infection in pregnant women 
are putting even more newborns at risk. This is of special concern 
because the select committee has learned that pregnant substance 
abusers are much less likely to have access to prenatal care or ap- 
propriate drug treatment. 

New York State health officials reported last year that if current 
drug abuse patterns continue, in 1995, five percent of all newborns 
in New York City alone could require costly neonatal intensive 
care. Upstate is clearly not immune, since crack addition is not 
limited to New York City, but is a growing problem in our commu- 
nities. 

These most recent and confounding problems come on top of 
much more pervasive failures in our health care and social service 
systems. Each year, more than one-third of pregnant women— more 
than one million women — receive prenatal care judged insufficient 
to guard against infant death or disability. 

Financial barriers, including lack of health insurance, are by far 
the most common and significant reasons that women do not get 
adequate care. But there are other barriers as well, including un- 
friendly and demeaning services at times, inaccessible clinics with 
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overworked staff, a critical shortage of private health care provid- 
ers, bureaucratic confusion* and limited child care and transporta- 
tion options. 

This morning, we will hear from witnesses about the health care 
provider crisis in some rural areas of central New York that are 
paralyzing maternity care systems, the role that drug abuse and 
domestic violence may be playing to keeping women out of early 
prenatal care in Syracuse and Onondaga County, and the need for 
family planning and education. 

Today we are fortunate to have the Director of the Division of 
Familv Health in the New York State Health Department who will 
describe the success of state efforts to reduce financial barriers to 
care and to improve birth outcomes. 

We will hear also from local officials regarding their efforts to 
reduce infant mortality, including a new community outreach 
worker program, enticements to private providers to encourage 
greater participation in providing care to high-risk populations, 
and the effects of a Fetal Alcohol Syndrome Demonstration Pro- 
gram. 

We will hear about the first rural school-based clinic in New 
York State offering comprehensive services for teens, about critical 
parent education and home-based support services that assist fami- 
lies once their baby is born ( and a mentoring program that 
matches pregnant teens with women from the community, 

These efforts represent significant state and local strategies to 
confront the infant mortality crisis in New York. But there is still 
a long way to go. What is yet to be demonstrated at the national 
level is a concerted, systematic plan of action matched with re- 
sources to marshal all of the knowledge we have to combat this 
problem. Hopefully, this hearing will bring us one step closer to 
our goal. 

Again, I welcome you all for being here. I look forward to your 
testimony. 

At this point I would like to ask Congressman Jim Walsh for any 
remarks he would like to make. 
[Opening statement of Congressman Matthew McHugh follows:] 

Opening Statement or Hon. Matthew McHugh. a Representative in Congress 

From the State or New York 

On behalf of the Select Committee on Children, Youth, and Families I would like 
to express the Committee's great concern about the infant mortality crisis, and to 
express the Committees appreciation to our witnesses this morning for the insights 
they will provide on the situation in New York State and Onondaga County. I want 
to express particular thanks to my colleague. Congressman Jim Walsh, and his staff 
for facilitating our visit. 

Si e the Select Committees inception in 1983, high priority has been given to 
the hscal and developmental benefits of prenatal and primary health care. Congress 
has acted in a number of ways, including expanding Medicaid to reduce the Finan« 
cial barriers that keep too many low-income women and children from receiving 
preventive health care services. 

However, our nation still has a crisis. The U.S. ranks last among 22 developed 
nations in infant mortality— perhaps the most telling indicator of the health of a 
nation's children. Three hundred thousand infants die or are born with low birth- 
weight every year. 

The miracles of medicine have brought us a long way in saving dangerously small 
babies. But medical technology has taken us about as far as we can go. What we 
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must do now is prevent low birthweight, the greatest determinant of infant death 
and disability, and then lupport families once their children are bom. 

After decades of steady improvement in the infant mortality rate, the 1980s ush- 
ered in a decade of stagnation. In 1987, the rate of low birthweight actually rose to 
its highest point since 1979. 

Today, there is a new urgency. In growing numbers of VS. cities, the infant mor- 
tality rate is increasing. In fact, among U.S. cities, Syracuse has one of the highest r 
infant mortality rates, higher than in New York City or Boston. In my own upstate 
district we face similar problems. 

New and complex social crises have compounded the problem. Rising drug abuse, 
syphilis and HIV infection in pregnant women are putting even more newborns at 
risk. This is of special concern because the Select Committee has learned that preg- • 
nant substance abusers are much leas likely to have access to prenatal care or ap- 
propriate drug treatment. 

New York State health officials reported last, year that if current drug abuse pat- 
terns continue, by 1995, five percent of all newborns in New York City alone could 
require costly neonatal intensive care. Upstate is clearly not immune, since crack 
addiction is not limited to New York City, but is a growing problem in our commu- 
nities. 

These most recent and confounding problems come on top of much more pervasive 
failures in our health care and social service systems. Each year, more than one- 
third of pregnant women— more than one million— receive prenatal care judged in- 
sufficient to guard against infant death or disability. 

Financial barriers, including lack of health insurance, are by far the most 
common and significant reasons that women don't get adequate care. But there are 
other barriers, including unfriendly or demeaning services, inaccessible clinics with 
overworked staff, a critical shortage of private health care providers, bureaucratic 
confusion, and limited child care and transportation options. 

This morning, we will hear from witnesses nbout the health care provider crisis in 
some rural areas of central New York that are paralyzing maternity care systems, 
the role that drug abuse and domestic violence may be playing in keeping women 
out of early prenatal care in Syracuse and Onondaga County, and the need for 
family planning and education. 

Today we are fortunate to have the Director of the Division of Family Health in 
the New York State Health Department who will describe the success of state ef- 
forts to reduce financial barriers to care and to improve birth outcomes. 

We will also hear from local officials regarding their efforts to reduce infant mor- 
tality, including a new community outreach worker program, enticements to private 
providers to encourage greater participation hi providing care to high-risk popula- 
tions, and the effects of a Fetal Alcohol Syndrome Demonstration Program. 

We will hear about the first rural school-based clinic in New York State offering 
comprehensive services for teens, about critical parent education and home-based 
support services that assist families once their baby is bom, and a mentoring pro- 
gram that matches pregnant teens with women from the community. 

These efforts represent significant state and local strategies to confront the infant 
mortality crisis in New York. But there is still a long way to go. What is yet to be 
demonstrated at the national level is a concerted, systemic plan of action matched 
with resources to marshal all of the knowledge we have to combat the problem. 
Hopefully, this hearing brings us one step closer to our goal. 

Welcome, and I look forward to your testimony today. 
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ENSURING HEALTHY BABIES IN UPSTATE NEW YORK: 
PRESSING PROBLEMS, PROMISING STRATEGIES 

A FACT SHEET 



VS. INFANT MORTALITY HIGHEST AMONG D EVELOPED 

NATIONS 

• In 1987, nearly 39,000 babies died before their first birthdays. The 
U.S. ranks behind 21 developed countries in infant mortality, with 
an infant mortality rate (IMR) of 10.1 infant deaths per 1,000 live 
births. The African-American IMR (17.9) was twice the white rate 
(86). (Public Health Service, 1989; National Center for Health 
Statistics [NCHS], 1989) 

• Two-thirds of all infant deaths occur in the neonatal period, or 
the first month of an infant's life. In 1987, the U.S. neonatal rate 
was 6.5 deaths per 1,000 live births, and the postneonatal mortality 
rate, deaths to infants age 1 month to 1 year, was 3.6 per 1,000 
live births. (NCHS, 1989) 

• Among 20 industrialized nations in 1986, the U.S. ranked 16th in 
postneonatal mortality and 19th in neonatal mortality. (NCHS, 
1990) 



INFANT MORTALITY RAT E IN UPSTATE NEW YORK 
CRITICALLY HIGH 

• In 1988, over 3,000 babies died in New York State, While the 
State's IMR (10.7) declined slightly from 1985 (10.8), the African- 
American rate increased from 16.1 to 18.6 during the same years. 
(New York State Health Department [NYSHD), 1990, NCHS, 
1987) 

• Among U.S. cities in 1987, Syracuse's IMR (17.8) was among the 
highest, compared with the IMRs in New York City (12.7) and 
Boston (11.8). The Syracuse IMR increased from 162 in 1980 to 
17.8 in 1987, then decreased to 12.7 in 1988. (National 
Commission to Prevent Infant Mortality [NCPIM], 1990; 
Onondaga County Health Department {OCHD), 1990) 

• In 1988, infant mortality rates in other large Upstate cities ranged 
from 14.6 in Buffalo, to 14.0 in Albany, 12.0 in Rochester, and 9.5 
in Binghamton. Seven Upstate counties ranked among the ten 
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New York counties with the highest infant mortality rates in 1988. 
These include Herkimer (15.2), Sullivan (14.2), Chemung (13.4), 
Seneca (13.4) and Orange counties (12.9). (NYSHD, 1990) 

• In 1987, the African-American IMR in Syracuse (30.1) was three 
times higher than the U.S. rate (10.1). While African-American 
neonatal mortality remained relatively steady in Onondaga County 
between 1979 and 1987, the postneonatal mortality rate for 
African-Americans increased from 3.8 deaths per 1,000 live births 
to 14.6. (NCPIM, 1990; NCHS, 1990) 

• In 1987, 24% of AHcan-American postneona*aI deaths in 
Onondaga County occurred when the mother was 1 7 years old or 
younger, while only 14# of live births were to mothers in this age 
group. (OCHD, 1990) 



LOW BIRTKWEIGHT/INADEO UATE PRENAT AL CARE LINKED 
TO INFANT DEATH 

• In 1987, the U.S. ranked 29th in the world in the percent of 
infants born too small. Nearly a quarter million infants (6.9% of 
ail U.S. births) were born at low birthweight (LBW), or less than 
2500 grams, the highest percentage since 1979. LBW infants 
account for 59% of all infant deaths and 73% of all deaths during 
the first month of life. (Children's Defense Fund, 1990; NCHS, 
1985) 

• Babies born to women who receive no prenatal care are more 
than three times more likely to be born LBW and almost five 
times more likely to die than those bom to mothers who receive 
prenatal care in the first 3 months of pregnancy. (NCHS, 1985) 

• In New York State, the low birthweight rate decreased from 7.7% 
in 1978 to 7% in 1984 and 1985, but rose to 7.8% in 1988. in 
1988, nearly 10% of Syracuse infants were born at low birthweight, 
rising from 7.6% in 1980. African-American infants born LBW 
were 1.7 ties more likely to die than white LBW babies in 
Ononda JOunty in 1988. (NYSHD, 1990; OCHD, 1990) 



MANY WOMEN RECEIVE INADEQUATE OR NO PRENATAL 
CARE 

• One in 15 (6.1%) U.S. births in 1987 were to women who 
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received late or no prenatal care. More than 74,000 pregnant 
women received no prenatal care, a 50% increase over the 1980 
rate. Over one million women each year receive insufficient 
prenatal care. (NCHS, 1989; NCPIM, 1990) 

• Infants born to teen mothers are 2-3 times more likely to be born 
LBW than infants born to mothers ages 25-29 and are twice as 
likely to die before age 1. In 1987, only 53% of pregnant teens 
received prenatal care in the first trimester of pregnancy compared 
with 79% of births to women ages 20-39. (NCHS, 1989) 

• In 1987, New York State ranked 43rd in the U.S. in the percent 
of pregnant women who received early prenatal care (71%). Over 
14,000 infants were born in New York to women who received no 
prenatal care. (Hughes, 1988; NCPIM, 1990) 



EARLY PRENATAL CARE UNAVAILABLE. UNAFFORDABLE FOR 
MANY 

• One-fourth of women of reproductive age (15 million) have no 
insurance to cover maternity care; two-thirds of this group (9.5 
million) have no insurance a*, all. (Institute of Medicine [IOM], 
1988) 

• One-third of women who lack health insurance begin prenatal care 
in the first trimester and make nine or more visits, compared with 
four-fifths of privately insured women. In 1987, 63% of surveyed 
Medicaid recipients and uninsured women, and 69% of low-income 
teens received insufficient prenatal care. (General Accounting 
Office [GAO], 1987) 

• In 1987, 15 New York counties reported that more than 35% of 
women of child-bearing age were in families with incomes below 
185% of poverty ($21,480 for a family of four). In D88, 1.9 
million nonelderly New York residents (12.5% of the population) 
lacked health insurance. (Alan Guttmacher Institute [AGl], 1987; 
Employee Benefits Research Institute, 1990) 

• In New York, over 13,000 infants (5% of ail New York births 
between 1984 and 1986) were born in counties that had no clinics 
that provided prenatal care. (AG I, 1989) 

• More than one-third (37%) of obstetricians report they do not 
provide care to Medicaid patients. Obstetricians who do take 
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Medicaid recipients sec, on average, about 12 patients each year. 
(Hughes, 1989) 



TRANSPORTATION. CHILD CARE. FEAR AND DRUG USE 
OBSTACLE * tq CAHEv 

• In two studies, 60% of Los Angeles County women and 73% of 
New York City women with no care stated that they hjd tried to 
obtain care but laced a variety of obstacles. (IOM, 1988) 

• Anitudinal barriers were cited by 39% of surveyed women who 
obtained inadequate care: 22% cited fear of doctors and medical 
exams; 10% cited fear of arrest or deportation; 10% cited cultural 
biases against male providers. In a New York City hospital, 52% 
of women who had received no prenatal care cited fear of 
hospitals, doctors, or procedures as a primary reason for not 
seeking care. (GAO, 1987; IOM, 1988) 

• Transportation problems were cited as a factor in preventing 
women from receiving adequate care by 38% of surveyed ob-gyns 
and 23% of interviewed women who received inadequate care. 
(American College of Obstetrics and Gynecologists [ACOG], 1989; 
GAO, 1987) 

• Child care was cited as a factor in not obtaining sufficient prenatal 
care by 24% of surveyed ob-gyns and 16% of surveyed women. 
(ACOG, 1989; GAO, 1987) 

• New York City cocaine abusers were seven times less likely than 
non-abuse rs to have received prenatal care. (New York City 
Department of Health, 1989) 



PRENATAL CARE. EARLY INTERVENTION. PARENT 
EDUCATION KEYS TO HEALTHY INFANTS AND COST SAVINGS 

• In a recent study of 985 premature and low birthweight infants in 
eight U.S. cities, LBW infants who received early comprehensive 
medical and educational intervention from birth through age 3 had 
mean IQ scores 13.2 points higher than those in the control 
group. Children who did not receive the intervention services 
were almost three times more likely to have IQ scores indicating 
mental retardation. (The Infant Health and Development 
Program, 1990) 
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• In 1988, participants in the New York State Prenatal Care 
Assistance Programs had lower LBW rates than infants born to 
nonparticipating mothers with similar risk factors (7*6% compared 
with 10.1%). African-American participants were 65% less likely 
to give birth to LBW babies (9.5% compared with 14.3% of 
matched controls). (NYSHD, 1990) 

• In Elmira, NY, participants in the Prenatal/Early Infancy Project, 
which provides comprehensive nurse home visits had improved 
diets, reduced cigarette smoking, reduced incidence of verified 
child abuse and neglect, lower numbers of emergency room visits, 
and increased use of informal support and community services. 
Most participants were employed longer and had fewer subsequent 
pregnancies. For mothers under age 17, birthwcight improved by 
nearly 400 grams. (Olds, 1989) 

• A survey of neonatal intensive care unit costs in 1985 show that if 
only 20% of LBW infants could be born at weights 250 grams 
heavier, $70-95 million could be saved. Every $1 spent on 
prenatal care saves $3.33 in the costs of caring for LBW infants. 
(Schwartz, 1989; Select Committee on Children, Youth, and 
Families, 1988) 

7/16y90 
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Mr. McHugh. Jim. 

Mr. Walsh. Thank you very much, Matt. 1 would like to thank 
you for being here and welcome you to Syracuse. I would also like 
to thank Chairman Miller for calling this hearing. It is unfortunate 
the Chairman could not be here, but I want to assure everyone 
here today of his real sensitivity to this problem and his interest in 
today s testimony. 

Congressman McHugh, as many of you know, is from Ithaca, 
New York, is a member of this committee* and is also a highly re- 
garded senior Member of the Congress, and a highly respected 
force on the Appropriations Committee. 

I prepared a formal statement and I have submitted it for the 
record. So instead of making my statement, I would like to give up 
my time to hear from the people I consider to be the experts. You. 

For everyone's information, the people who will testify here 
today know a lot more about the problem than Congress does. They 
know a lot more about low birth weight, prenatal care and proper 
nutrition. That is why we are here today. We do not want to sit 
here wringing our hands. We want solutions. We want approaches, 

I know our community has ideas. We are on the front lines of 
this war. We have a higher incidence of infant mortality than most 
other communities our size. I would like Congressman McHugh, 
and the committee staff who have traveled here from Washington 
today to hear how people in central New York work to care for one 
another. 

I salute you, the people who are trying to solve this problem. I 
would like to welcome everyone, including the news people who are 
here today to help raise awareness of this horrible health dilemma 
that we face. 

My formal statement includes some statistics I am sure others 
will mention. But when you hear these statistics, remember we are 
talking about mtante, the most helpless among us. 

Thank you. 

[Opening statemer-t of Congressman James Walsh follows:] 

Opening Statement of Hon. James T. Wai^h, a Representative in Congress 
From the Sta^c of New York 

I want to thank Chairman Miller tor convening this importa* t hearing so that 
the Select Committee can gain a greater insight into one of the most vexing medical 
and social problems in our nation today. I want to also thank mv colleague, Mr. 
McHugh, for chairing this hearing and for his support in making it a reahty. This 
hearing is not only important to upstate New York, but to the nation as well. It is a 
continuation of the work the Select Committee began last October with a hearing on 
infant mortality in Washington. DC 1 am pleased that one of today's witnesses. Dr. 
James Miller, was also part of that hearing. We look forward to learning about the 
progress Onondaga has made. 

Nearly 40,000 babies bom in the United States this year will not live to see their 
first birthday. While public attention generally focuses on infant mortality, the nu- 
cleus of this problem is the incidence of low birth weight. One-quarter of these infant 
deaths could be prevented with adequate prenatal care and proper nutrition. Al- 
though only 7 percent of all births are low birthweight, these babies account for 
almost 60 percent w. Jl infant deaths. 

The costs of caring for a single low birthweight infant can reach $400,000. In 1988. 
the hospital costs alone for low birthweight babies was approximately $2 billion. 
The cost of prenatal (fare which might prevent the low birthweight condition in the 
first place may be just $400. 

National statistics do not give us enough information about infant mortality. We 
need to consider the differences among the states. In the past ten years, New York 
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has reduced its infant mortality rate from 15.5 to 10.7, but still trails 26 other 
states, including New Jersey, West Virginia, Kentucky, and Texas. 

Although the national infant mortality rate has declined to 9.9 percent, the 
United States ranks behind 21 other developed countries. This progress which has 
been made, however, disguises the fact that the infant mortality rate for blacks is 
twice the rate for whites. 

There are three parts to the infant mortality issue— medical, social, and organiza- 
tional. Much of the decline in the infant mortality rate over the past fifteen years 
has been attributable to technology. But we are reaching the technological limita- 
tions of acute care medicine for newborns. From the medical perspective, there is 
unanimous agreement that significant reductions in the infant mortality rate will 
depend on the increased use of preventive measures. Low birthweight is the mayor 
predictor of mortality in the first year of life. 

From the social perspective, we must become aware of the relationship of drug 
use to infant mortality. Last fall, Dr. John Niles, the President-elect of the Medical 
Society of the District of Columbia, informed the Select Committee on Children, 
Youth, and Families that the infant mortality rate in D.C. had declined to 18 per- 
cent in 1983. But now the rate is nearly 30 percent. Dr. Niles blamed the increase 
solely on crack cocaine. 

When examining the social variables which contribute to the infant mortality 
rate, we must also consider single parenthood and adolescent pregnancy. In many 
ways, infant mortality is as much a social problem as a medical one. Family life is a 
critical predictor of health status. Unmarried mothers are more than three times as 
likely as married mothers to obtain late or no prenatal care. The United States has 
an infant mortality rate which is twice that of Japan. T Q gain some insight into why 
this is so, compare the United States teenage pregnancy rate of 98 per 1,000 women 
to Japan which is 10 per 1,000. On the other hand, studies among migrants and ref- 
ugees show that even the poorest of the poor can have healthy pregnancy outcomes 
if the supporting social structure is intact. 

For our part, we policymakers should focus attention on the third part of the 
problem, the organizational aspect of the infant mortality rate. There is now ample 
evidence that patterns of miscommunication, poor coordination, and emphasis on 
function rather than mission plague our maternal health care delivery system. Last 
fall, the Assistant Secretary for Health told the Select Committee that there are 93 
separate programs administered by 20 different agencies which have an impact on 
infant mortality. The current public maternal and child health care system offers 
services in a manner which virtually guarantees that a woman will face gape in 
needed care. 

In large measure, Congress is responsible for the lack of program effectiveness in 
maternal and child health programs. Fragmentation forces administrative officials 
to compete for resources and focus only on their program performance rather than 
to cooperate and work together on mutual goals. And it is a tragedy that Washing* 
ton makes it so difficult for the local health professionals to use their expertise in 
providing care to some of our neediest citizens. 

It is an honor to convene this hearing so that the Select Committee and all of our 
colleagues in Congress can become informed about the strategies you have under- 
taken to address this regional and national tragedy. 
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o The decline of infant mortality rates in the 1970s, shown in 
the chart above, has been attributed largely to the invention of 
medical technology for the care of premature and other critically 
ill newborns. In the 1980s, this decline has slowed tremendously- 
-partly because of a lack of progress in primary prevention of 
conditions which lead to infant death, tcoc, rattalix kU tecttlltoc mmfcte Immct , 

Upt. 22, 1*t. ¥»l. tt, *>, J?, P. 433 J 
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o In 1976, the infant mortality rata for whites was 12.0 deaths 
per 1,000 live birth*? for blacks 19.2 par 1,000. One explanation 
for the higher rate of black infant deaths is that black births ara 
sore concentrated in tha high risk groups. In 1983, 25.0 percent 
of all black births vara to teenege mothers, compared to 12.0 
percent of white births. According to tha Department of Haalth and 
Human Services, black mothers ara also more likaly to receive lata 
pranatal can. c t^# 1990 **»it* aaitcihmi ts: tto *«tt«v * m<±*uc~ teltM> Qffic* &*tw* 

^rtvmtien wvt *»tt* Fr»tfo«, **Uc l»«lt* fcrvte*, W*t. 1^, *>. 5**$*.) 

o Factors known to hava a nagativa impact on infant mortality • 
includa tha continuing high rata of teenage pragnancy and barriars 
impeding access to pranatal, perinatal and infant care, 
particularly for high risk groups. m- iwo ttttitt Qbitctiv^t ft* tnt muqm a 

telat . Off tc» »I»mm Prtvtntfon am* A««lTft Probation. W>Hc N««UN ttnrtce, D'ltfS, p. 5? J 
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CAUSES Or IKTXJC? MOJtTXLlTY 



Causes of Infant Mortality! 1986 
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o This chart shows the leading causes of infant mortality with 
birth defects, prematurity, and sudden infant death syndrome 
accounting for 52% of all infant deaths* Although infant mortality 
ha« declined during the 20th century, the percentage of infant 
deaths resulting from birth defects has increased steadily. in 
1986 birth defects were an underlying or contributing cause of 
death for 9093 (23.3%) infants. The federal government and 22 
states maintain surveillance systems tor birth defects* tax:, fismdltx 

and WoffHty nutty UUSS. *«P- ». Vol. M, *»> 17, fp. *U*S$J 

o sudden Infant Death Syndrome (SIDS) is the most important 
cause of postneonatal mortality. In 1982, The rate for SIDS was 
132.2 per 100,000 live births, accounting for more than a third of 
postneonatal deaths* 
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LOW BXRTBW1IOBT 

o The incidence of low birthweight (LBW) is an important 
indicator of infant morbidity and mortality. From 1975 through 
1987, the overall incidence o* low birthweight declined by 6.6%. 
Although LBW declined for both white* end black* , the decline was 
substantially slower for black (2.9%) than for white (9.3%) 

infants. CU.t. M>itc kmU* Wrvlee. center* for Otm«f Control. Wortotdttv and »orf Utv Vrcfclv EettN-t. 
S/9/90, p. WW 

WW BIOTHWWtaHT - United States, 1S75-XSS7 

(Rates per 1,000 live births; Less than 2,500 grams) 





Ml Rftcea 


Hliite 


piack 


1975 


73,9 


62.6 


130.9 


1980 


68.4 


57,0 


124.9 


1985 


67.5 


56.4 


124.2 


1987 


69.0 


56,8 


127.1 



(Ctnt*rt t or Dimir Control : ftorfetrfitv and MorUltty Vmkiy tapvrt, MrCh 9, 1 990 /Vol . *9/*o.9. p. H9. PuPUc 
Mtfttth S*rvt c *. US DNHS) 

o H From 1981 through 1985, the rate for full-term LBW infants 
declined by 7%, but the rate for preterm LBW infants increased by 

2%.* t&t. p. U9| 

o "The decline in the overall rate of LBW is due to the 
reduction in the rate of full -term LBW infants. In comparing 
births by gestational period, we find greater improvement among 
black infants than white infants. Although preterm black infants 
have a higher incidence of LBW than white infants, black infants 
which are carried to term (greater than 37 weeks gestation) have 
a lower incidence of LBW. The greatest declines in low birthweight 
and very low birthweight (less than 1,500 grams) are for full-term 
black infants. w i\t>ia. t 

o "From 1981 through 1985, the rate for full-term LBW infants 
declined by "*%, but the rate for preterm LBW infants increased by 
2%." ctfattf.) 
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KYBIAD PROGRAM* CHARACTERISE FfDRRAL OOVIUacm ROUS 

; Federal Maternal Health Programs 
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o The u.s. Department of Health and Human Services (HHs) and the 
U.S. Department of Agriculture (USDA) share the responsibility for 
administering the maternal health program** At HHS, authority is 
diffused through the Public Health service, the Health care 
Financing Administration, and the Office of Human Development 
services, in turn, each of these divisions enter intc grants and 
agreements with the states and private sector providers. us DA 
administers 88 grants under the Special Supplemental Food Program 
for Women, infants <md Children (WIC) and another 28 Commodity 
Supplemental Food Program Projects. 

There is a second layer of administration at the grantee 
level, which is most often performed by a state* However, there 
may also be another separate grantee for a specific program within 
a state. Thus, authority may be further divided. Finally, 
maternal health services are actually delivered at the local level 
by a variety of providers including thousands of private doctors 
and hospitals, 4,000 Title X clinics, 7,500 WIC sites, 550 
community health centers, 3,000 local health departments, and 125 
migrant health centers. 
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This organizational chart does not include other types of 
programs which ara only indirectly related to maternal health, but 
which ara becoming increasingly important to haalthy pregnancy 
outcomes. Such programs include alcohol and drug abuse prevention 
and control of infectious and sexually transmitted diseases, 
including the human immunodeficiency virus (HIV) . Nor do*s this 
chart include the research component of lowering the? infant 
mortality rate. Thus, if all programs were included, *he chart 
would be significantly expanded. 

o "A recently developed inventory of Federal programs related 
to infant mortality indicates a total of 93 Federal programs 
administered by 20 Federal agencies address issues related to 
infant mortality. * tstttmni «f o. hmoti. k.o.. *»tt. **ey. for «e*ith, for the seie«t 

Cowetttee fwin« "Carin» for Ke« *oth*ri: rrttitnf PrefcUe*. Nw *oiwttone t » p. of Heerin? record.} 



ATTITUDES AMD BEHAVIORS INFLUENCE USB Of HEALTH AND SOCIAL SERVICES 

o "Dout .ing the amount of money the nation currently spends on 
prenatal care, and making it universally available free of charge, 
will still not convince many pregnant women that taking advantage 

Of SUCh Care XS Worth their time. H tftemeet K. ». "Stork leelity • tfiy A«eric*'» 

fftf*M» Art &y*nf.» ^Hcv tcvtCv . Sprtnf !W0 f p. 62} 

o * f I don't know how spending more on prenatal care is going 
to make any difference to the woman who uses crack. Use of drugs, 
not poor nutrition, is the leading cause of low birthweight. You 
hear a lot about how nutritional deficiencies, lack of funds for 
WIC, etc., are responsible for low birthweight, but that's simply 
false* (It) is not caused by poor feeding prc^rams — it's usually 
caused by the behavior of the mother. tor. &eoro* GM*e». prof, of huw nutrition. 

<fohr* Wpfctr* Univ., in Sfngh. tbtd.. p. Ml 

o "(M)ore and more health care experts. . .conclude that America's 
high rate of infant mortality, at least in certain areas, may be 
more of a social than a medical problem * ** ttt>td., p. &S) 

o "We must recognise that most of the world's major health 
problems and premature deaths are preventable through changes in 
human behavior and at low cost. We have the know-how and 
technology, but they have to be transformed into effective action 

at the community level.** {world Keetth &ro*m*«tto« Erector General Dr. dtroifn mujiw m 
!M_Sftl_Sf tbo World** Childftn. 1^0 , MICE J: Oaferd Univ. f»re»e. p. HI 



FRAGMENTATION A BARRIER TO HCS SERVICES 

o "We all have to recognize that our prenatal care system. .. is 
a patchwork, sort of crazy quilt of programs. Any effort to improve 
their coordination, to simplify their relationships, to build them 
together is going to fix the problem, not incremental changes at 

the margin. M tSeren Irowo. »ren*t»l CereStuJy Director. Institute of Medicine of the «*ttor*l Acedefty 
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of Sctanct*. In UttlPU at ajtit la mt tl BttCtait fiafcatlM Eranatal Cara far Poor ]1. Tnttwv 
aafar* tte Mum Caavtttav «n (mnwRt C*ar«ttan», t/36/tn 

o "Although * low-/ncoae voun uy nov be *entitled* to prenatal 
care services under Medicaid, she often faces a cumbersome 
eligibility process, long waits for appointments, inhospitable 
conditions at health care sites, or no Mans of transportation to 

Appointments . * *«t<anal tami—\an t© »r«yBtt Infant Jtorttttty, Trajrifr Trandti Tha MsUtt of 

asttigaa fismiig. pp. *m 

o "Even when fully funded, . . .progress are difficult to 
coordinate because they are often independent of one another (with) 
separate administering agencies, rules, and guidelines* . . " 

tlltotltutv a* Naaltcfna, KCSHUJ t— cMna mothmr*. t-rft<m Infanta t*t. p. 70) 

o "Wtc services and prenatal care are not routinely 
coordinated. . . (L)ow rates of participation were attributed to many 
of the ease barriers to coordination that exist between Medicaid 
and publicly financed prenatal service*." m»<«.j 

o "We learned that things are really terrible out there in 
regard* to maternity health service. And they are so terrible that 
the congressional penchant for incremental changes will not fix 

this problem. [Err* D*vtd*an. fatact Cmlrta* an Chtt«*r#n, routh, and Faarilfa*. Car jfs JftC Mr ¥ 
Botfwni rr wtna rratotaa». »«w fot^q na. Mahintton: 1910. p. MJ 

o "Expanding Medicaid alone, adding hose visiting alone, 
supporting nurse sidwives alone, increasing reimbursement alone, 
nothing alone will solve the problems* There must be major 
fundamental change in the ways we finance end deliver care for low- 
income women*" cd*w*<«. p. 

o "in this brief testimony, I would like to offer a radical 
proposition, namely, that Medicaid is part of the problem, and not 
part of the solution. We will soon be "celebrating" the 25th 
anniversary of Medicaid, yet during that period, the status of the 
U. S. infant mortality rate relative to those of other developed 
nations of the world has declined. The availability of providers 
willing to accept indigent pregnant women has declined, while the 
number and proportion or Americans uninsured for medical expenses, 
particularly those Americans in their prime reproductive years, has 
gone up. Teenage parenthood and single parenthood, two risk 
factors associated with risk of low birthweight and infant 
mortality, have also gone up. These are evidence of system-wide 
failure, yet we continue to consider piecemeal solutions which only 
tinker at the margins, solutions which have failed at every step 
to keep up with the pace of deteriorating circumstances aspong the 
weakest and most vulnerable of our population." (jonatKan kmca, 

aj.a.M., a**tr. CouicU an K*itm»l *nd child *r*UN, tfitfonai Aaaoct*t<on »i*lte Kaaifh »*l<cy, Saiact 
Coaattttt*. p. 23S.) 

o "Categorical programs usually focus on well defined health 
problems which miss the broader health issues of an individual or 
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family and in the strictest sense ignore the existences of other 
related service* that could benafit the individual or family. 
Staff from one program cannot assist in another program, even 
though one way have down time dua to "no shows * and anothar may be 
jammed. There is frequently duplication in record keeping end data 
reporting. All Bust be administered independently, which adds to 
the manager's workload. " u*m tb*ny t i.h. ( »ir«ct«r #t unwmh **#m> $*rvtc*«, 

••rrfvt Court? NMttfc *n+twm>t t Nn|«n litrter, KtcMftf*. S#i«ct Cw»ttt»#. p. 



21 



MEDICAID C0T1BJUM fO» PWWaUUIT VOJCKtf AMD tOOHQ CSZLDRBM 

o In 1986, Congress for the firmt tlM allowed states to 
"decouple* Medicaid eligibility from APDC eligibility and enactad 
other changes to expand coverage for pregnant women and infants. 
All but tvo states have Implemented the optional reforms in whole 
or part. In 19ft?, Congress authorised optional expanded coverage 
for women and infante (to age one) up to last of poverty level* 
As of April 1990, coverage for children (to age six) and pregnant 
wom en with incomes at or belov 133% of poverty vas made mandatory. 
This state-by-state table summarises the scope of ooverage for 
women and children: 

State MeJkftM Ceienmmsf TrqpmtYtomm*miYQmmtCUl*m,j9mmBfW 




NOTE. *To6c mmmsmeisl $t » flew si» 



SOURCE: NaUouI Gcuwraarr' AMQCfeOO*, 1990. 
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Mr. McHugh. Thank you very much, Jim. 

I would like now to invite our first panel to come up and take 
their seats at the table. As they are coming up t and the first panel 
will include: Dr. Monica Meyer, who is the Director of the Division 
of Family Health with New York State Health Department in 
Albany; Dr. James Miller, who is the Commissioner of Health here 
in Onondaga County; Susan Stone, who is Prenatal Care Assistance 
Program Director with the Mary Imogene Bassett Hospital in 
Cooperstown; Mary Cooper, the Associate Administrator of Family 
Planning Services in Onondaga County Health Department; and 
Tom Herbek, Chief Executive Officer of the Family Health Met- 
work of Central New York and is Chairman of the Rural Migrant 
Committee Community Health Care Association of New York State 
in Cortland. 

We are very grateful to all of you for being here. Let me mention 
for the record before we begin that we will include in the record a 
statement by the ranking Republican on the select committee, Mr. 
Bliley. And I would say to anyone here who does not have a state- 
ment for the record this morning that there will be a two-week 
period after the hearing during which you can submit for the 
record a statement which the .committee would be delighted to re- 
ceive. 

[Statement of Congressman Thomas J. Bliley follows:] 

Statement or Hon. Thomas J. Bulky, Jr., a Representative is Congress From thk 
State of Virginia and Ranking Republican Member 

Frustration over our inability to lower the infant mortality rate has turned into 
puzzlement as we consider differences among the states. For example, Massachu- 
setts now has the lowest overall infant mortality rate in the nation. But its rate 
among blacks is higher than the infant mortality rate for blacks in Louisiana, 
which has one of the nation s highest overall infant mortality rates. Connecticut, 
which has the highest per-capita income in the nation, has a higher black infant 
mortality rate than Arkansas, which ranks near the bottom of the income scale in 
46th place. 

What does this tell us about how services are organized and delivered to the popu- 
lation in need? 

The current public maternal and child health care system is organized in a 
manner which virtually guarantees that a woman will face gaps in needed care. For 
example: 

Wlfc enrollment among prenatal care patients averaged only 58 percent. 1 

(a) study in Hartford, Connecticut, showed that among teenagers under 18 there 

was a mean delay of almost 5 weeks between confirmation of pregnancy and a first 

prenatal visit.* 

A study in Ohio found that, among a sample of low-income women, close to 40 
percent waited 2 months or more after a positive pregnancy test to contact a prena* 
tal care provider for appointment. 9 

The delivery of services to pregnant women and children has followed the scientif- 
ic management model. Whether intentional or not, the federal government has tried 
to manufacture healthy children by using the same management model as it used to 
build bombers in World War II. That is t it broke the service system down into sepa- 
rate categorical programs among program specialists — social workers, dietitians, 
family planning counselors, prenatal care providers, etc. This strategy may be suc- 
cessfully employed in building an air force, but not for building strong families and 
healthy babies. 



1 Institute of Medicine Prenatal Care. Reaching M at hers. Reach tng Infants National Acade- 
my Pre** Washington. DC 19KH 

a . p 71. 

» . p 71 
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The 101st Congress has continued this piecemeal approach to the problem of 
infant mortality. It has increased funding for the Maternal and Child Health Block 
Grant and the Special Supplemental Food Program for Women, Infants and Chil- 
dren (WIC), and has expanded Medicaid coverage for pregnant women and infants 
to those under 133 percent of the federal poverty level. In last year's Budget Recon- 
ciliation, authority was provided to fund small demonstration projects featuring 
"one-stop shopping," home visiting or case management out or the MCH Block 
Grant if funds are available. But there is no overall strategy to change the status 
quo. 

For their part, states are taking advantage of these legislative changes to make 
improvements in the delivery system structure. As of January* 15 states now offer 
Medicaid coverage to pregnant women and children whose family income is up to 
1K5 percent of the poverty level Another 4 states offer coverage up to 150 percent of 
poverty. Forty-two states have dropped assets tests; half of the states have imple- 
mented presumptive eligibility; # 17 states have formed new authorities to coordi- 
nate programs and policies * In 1980, Medicaid spending accounted for only 9 per- 
cent of all state spending. In 1990, it will account for nearly 14 percent. The states 
are doing exactly what the "experts" are advising them to do, but is it enough to 
overcome the problems built into the organizational structure? 

We are rapidly approaching a point at which we must see results from these 
changes. Has Medicaid expansion really provided more services to more people, or 
has it merely shifted clients from other programs onto the Medicaid rolls? Has ex- 
pansion resulted in the provision of medical services to those who were previously 
denied services, or has it simply shifted how the bill was paid? Has expansion to 
higher income groups reduced infant mortality rates among minority populations? 
Have Medicaid administrative reforms been successful in bringing those who were 
eligible for services but who did not participate into the service system? Has the 
increase in resources brought a proportionate reduction in the infant mortality 
rate? If these changes do not reduce the infant mortality rate, we must reconsider 
our entire approach to the organizational strategy on infant mortality. 

There are a number of problems in the present fragmented delivery system. First, 
it creates competition for resources. Second, it is terribly wasteful. Each categorical 
program has generated its own set of bureaucratic demands to satisfy. While Wash- 
ington is engaged in power politics, resources which could be used to serve clients 
are wasted on administrative costs. The Select Committee on Children, Youth, and 
Families visited a clinic in Connecticut last December which juggles I? different 
Federal, State, and Local distance programs. In a survey we conducted last fall on 
the availability of maternal and child health services, we found that 88 percent of 
providers receive support from more than one funding source. Seventy-seven per- 
cent receive funding irom more than three sources. Multiple funding sources mean 
that there are multiple guidelines and reporting requirements as well as unpredict- 
able fluctuations in tundlng amounts. 

Third, it depends on the client to assemble the parts. This often creates new artifi- 
cial barriers. For example, why is transportation a medical issue? Because Congress 
created a fragmented delivery system. Tne latest buzzword in health care, case-man- 
agement, is neither a particularly new nor innovative idea. Case management is a 
reasonable response by local officials who are confronted by the problems presented 
by categorical programs, but we should also recognize it as another band-aid to fix a 
problem created by the fragmented system. Reimbursement for case management 
costs about half of prenatal care itself. 

Fourth, when you set up a system to "produce" something, you have to produce 
something that can be counted. It is very difficult! if not impossible to prove cause 
and effect in a social services evaluation for the simple fact that so many variables 
must be considered. Thus, we tend to mearure the process rather than what really 
matters, which is individual client outcomes. 

Finally, the scientific management model assumes that there is someone oversee- 
ing the entire process and who is in charge of the final outcome. But it is clear that 
in the existing MCH health system, no one is really in cliarge of the major financial 
commitment to improve the lives and health of Americans. The services for preg- 
nant women and children are really quite simple. But the administrative system 
has become so complex that no one is held accountable. 

We need a results-oriented approach to the problem of infant mortality. The solu- 
tion that I have offered, along with Congressman Walsh, the Consolidated Maternal 
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and Child Health Services Act is a creative approach to harness the combined 
power of more than $? billion to improve the health care of mothers and children. 
This proposal recognizes that the incremental approach to health care management 
for pregnant women is a barrier, not a gateway, to further reduction in infant mor- 
tality and other poor health outcomes. 

This concept will eliminate barriers to comprehensive care by giving a woman im- 
mediate access to all services, from preventive services prior to pregnancy, to prena- 
tal care including nutrition services during pregnancy, to postpartum care, all from 
a single provider. Delays in obtaining prenatal care will be eliminated. Children will 
receive immunizations, health care examinations, preventive laboratory testing, pad 
nutritional services all in one place. Prevention will take its rightfui place in the 
maternal and child health system to reduce infant mortality and long-term disabil- 
ities 

A consolidated delivery system offers great potential for breaking the welfare 
cycle, holding the line on skyrocketing health care costs, and for returning to the 
traditional federalist roles in which the Federal government provides the capital for 
states to manage as full-fledged partners. The Federal government should not make 
it so difficult for the state and local authorities to do their job in providing client- 
based care. The first step to making government programs "kinder and gentler* is 
to make them easier to use. 

Mr. McHugh, I think. Dr. Meyer, we will start with you. 

STATEMENT OF MONICA MEYER, M.D., DIRECTOR, DIVISION OF 
FAMILY HEALTH, NEW YORK STATE HEALTH DEPARTMENT- 
ALBANY, NY 

Dr. Meyer. It is the responsibility of the New York State Depart- 
ment of Health to protect and promote the public health of its citi- 
zens. A critical indicator of public health is infant mortality and its 
corollary low birth weight. In New York State, in 1989, infant mor- 
tality dropped for the first time in three years from a static 10.7 
deaths per thousand births to 10.4 deaths per thousand, a three 
percent reduction in infant mortality. In upstate New York, this 
was a drop from 8.7 to 8.4 deaths per thousand. Similarly in New 
York State in 1989, )ow birth weight fell from 7.8 to 7.7 percent of 
all births, the first dip after a steady rise for the previous three 
years. The numbers are provisional, they are not dramatic, but 
they are significant. 

While we are encouraged by this apparent trend, we are ail too 
aware of its fragility in our society, a fragility th«.H results from the 
many paradoxical factors contributing to the stetus of child 
health — increased entitlements to prenatal care and child health 
care and social support systems resulting from Medicaid expan- 
sions and various Title V and state programs on the one hand and 
on the other hand, deepening poverty— especially among children, 
increasing evidence of family and social disfunction as manifested 
by increasing rates of child abuse and neglect, growing documenta- 
tion of prenatal substance abuse, non-declining rates of adolescent 
pregnancy and school dropouts despite investment of significant re- 
sources in adolescent pregnancy prevention and education. Let me 
briefly give some numerical evidence of these factors. 

Poverty: In 198?, 23 percent of New York State children were 
living in poverty. And perhaps an even more sensitive indicator, 
during 1988, 25.5%, one quarter of the births listed Medicaid as the 
primary payor for delivery. 

Adolescent pregnancy: There were over 1500 pregnancies to 
women 10 to 14 y>ars of age in New York State, for a rate of 2.9 
per thousand. Teenage New York State residents showed a 13 per- 
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cent increase in pregnancy rate. Again, despite the resources being 
put into adolescent pregnancy prevention. 

New York State's infant mortality rate, as I mentioned, m iy»8 
was 10.7 deaths per thousand live births. Nonwhite New York 
State residents had an infant mortality rate 58 percent greater 
than their white counterparts: 14.7 versus 9.3 deaths per thousand. 
The gap between white and nonwhite infant mortality has not 
changed substantially through 1988. 

For New York State, excluding New York City, in 1987, the 
infant mortality rate for infante less than 2.5 kilograms, or less 
than rormal birth weight, was 71.4 per thousand compared to 4.9 
per thousand for babies weighing more than 2.5 kilograms, the low 
birth weight rate for nonwhite New York State residents was 
12.7%, more than double the white rate of 5.9%. 

To what do we attribute the fact that New York State still ranks 
significantly worse than the national rates of both infant mortality 
and low birth weight? Teasing out the multiple factors is difficult. 
We know that in upstate New York as a whole, we do better than 
the national average for both infant mortality and low birth 
weight, and yet there are significant geographic and ethnic pock- 
ets/as you both pointed out, in upstate New York where rates of 
infant mortality and low birth weight show great variance. For ex- 
ample, in Syracuse in 1987, infant mortality was 1.5 times the 
infant mortality rate in Onondaga County as a whole. And for this 
past decade, the nonwhite infant mortality rate was approximately 
2.5 times the infant mortality rate among white ""ante m Unonda- 
ga County— 27.4 deaths per thousand as opposed to ll.b. 

Some indicators of morbidity that may be more specific to New 
York State and that are frequently interrelated are maternal mx 
infection, syphilis, and substance abuse. 

Detween November 30, 1987 and December 31, 1989 .New York 
State has tested anonymous blood samples from J81,60o newborn 
infante. Of these .P c » percent were positive for HIV infection, lhe 
presence of HIV antibody in newborns indicates mlection ol the 
mother and not necessarily infection of the infant. But recent stud- 
ies show that approximately 30 to 35 percent of infants born to 
HIV-infected mothers are themselves infected. 

For those newborns with identified race or ethnicity on birth cer- 
tificates, blacks and Hispanics accounted for 87 percent of the sero- 
positives, but only 35 percent of the newborns tested. The statewide 
seropositive rates by race or ethnicity were: 1.83 percent ot all 
black newborns were positive for HIV infection, 1.3 percent for His- 
panics, and .12 percent for whites. The prevalence of HIV infection 
among women giving birth over the past two years has remained 
constant. There has been no significant increase or decrease in 
HIV seropositivity among newborns during this period. 

Syphilis: New York State has seen a doubling of the syphilis rate 
in children between birth and 19 years in the past two years. In 
addition, New York State has seen a dramatic increase in cases ot 
congenital syphilis. Provisional 1989 reports indicate over a thou- 
sand cases of congenital syphilis in New York City, , up from 357 
cases in 1988, and 76 cases of congenital syphilis in 1989 for all oi 
New York State, up from 20 cases, so that has more than tripled. 
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One of the significant contributors to fetal, infant, and child mor- 
tality and morbidity in 1990 is prenatal and maternal substance 
abuse. A national study suggests 11 percent of all newborns may be 
bora to substance-abusing women. We do not have meaningful sta- 
tistics at the present time on the extent of this problem in New 
York State, although vigorous efforts are developing to encourage 
pregnant women to voluntarily acknowledge substance abuse histo- 
ries during prenatal care in order to increase counseling and refer- 
ral to substance abuse programs. Clearly, this will only work for 
women receiving prenatal care. 

A blinded random urine toxicology survey of pregnant and deliv- 
ering women to determine extent and nature of substance abuse in 
the prenatal and perinatal period has been proposed. Although 
birth certificates and hospital discharge data are far from adequate 
indicators, there is a clear trend of increasing rates of neonatal 
drug discharges in New York State. In the state, excluding New 
York City, we averaged 3.3 drug-related discharges per 1000 births 
in 1988 up from a previous high of 1.8 drug-related discharges. 

Education: Nearly one-third of all New York State students en- 
tering high school fail to graduate. Moreover, there are dramatic 
differences in the dropout rates between the regions and among 
various ethic groups. For the class of 1985, estimated dropout rates 
for Hispanic youngsters were 60 percent, for black 54 percent, for 
Native Americans 36 percent, and the estimate for white children 
was 21 percent. 

Child abuse and neglect: There were 64,000 reported cases of 
child abuse and neglect in New York State in 1985, and 87,000 in 
1988; an increase of 136 percent. 

We are all familiar with the factors that contribute to improved 
birth and child health outcomes: access to prenatal care and child 
health care, access to care that is comprehensive, that has continu- 
ity, that enables establishment of a meaningful relationship be- 
tween health care provider and patients, that is sensitive and re- 
sponsive to individual and cultural values and belief systems, that 
is provided in a setting we can refer to as a medical home. 

We are all aware that access to care has many components, espe- 
cially when one is referring to high-risk families, those that have 
experienced personal as well as generational limited access to care; 
that it involves outreach initially and on a sustained basis. It in- 
volves education, again, both short term and long: term. It involves 
an ecological approach to care, that is care sensitive to the prior- 
ities and needs of individuals within their environment. 

Thus, the family that has been on welfare for three generations 
may not respond to a call for individual initiative-taking. A family 
with a child with intensive special care requirements may need res- 
pite before being able to provide stimulation to a toddler in the 
family. And a eubstance-abusing parent may need residential treat- 
ment, plus vocational training and job opportunities before being 
able to provide adequate parenting to her children. 

It is with an awareness of these multiple factors together with 
innovative planning and commitment, curtailed at times by limited 
and regulated funding streams, that New York State has forged 
ahead. I would like to describe a few programs briefly. 
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Prenatal Care Assistance Program: PCAP began in 1984 as the 
Prenatal Care and Nutrition Program, and has grown from an ini- 
tial annual enrollment of 11,000 in 1985 to over 38,000, the current 
year's expected total. At program inception, agencies willing to 
offer comprehensive prenatal services to medically indigent women 
were funded on a competitive basis. Starting January 1, 1990, pri- 
mary prenatal care services under PCAP became an entitlement 
with the responsibility for reimbursement of services transferring 
to Medicaid. 

Program functions such as outreach, public education, designa- 
tion of providers, quality assurance and evaluation continue to be 
the responsibility of the Department of Health. The population tar- 
geted will include all pregnant women eligible for Medicaid — those 
at or below 185 percent of poverty. The number is estimated to be 
approximately 130,000 in New York State. 

While we are most enthusiastic about the potential of this com- 
prehensive entitlement program, we are cognizant of the many bar- 
riers to utilization imposed by certain Medicaid enrollment policies 
and regulations— some of these are federal, some state, and some 
local— as well as barriers resulting from some public perceptions of 
Medicaid. We urge you to work with us to overcome these barriers. 

Comprehensive Prenatal-Perinatal Services Networks: This is a 
program establishing a local-level federation of health and human 
service providers and consumers who ^/ork jointly to identify and 
resolve problems of the regional service system. This year the net- 
works' objectives are to increase prenatal and child enrollment in 
Medicaid and comprehensive health care with special outreach to 
substance-abusing populations. 

The Community Health Worker Program is a community based, 
family focused outreach, case finding and case management pro- 
gram. A community health worker is a resident of the geographic 
area and a member of the specific population that is the focus of 
the program. The worker's background is similar in language, cul- 
ture and socio-economic level to the majority of the families with 
whom she will work. The worker, therefore,, understands the prob- 
lems confronting the population and through her own life experi- 
ences has learned to overcome the obstacles or barriers to timely 
utilization of accessible and acceptable services. 

Through home visits, the community health workers provide in- 
formation, support, encouragement and assistance to families in 
the identification and resolution of problems that ultimately ad- 
versely affect the health status of the family. 

There are Community Health Workers Programs currently in 
Onondaga County, in the Finger Lakes, the migrant project, and in 
the Oneida County Health Department. 

The following case report is included to show the diversity of 
problems that the targeted population faces. 

A 35-year-old woman was referred to the Community Health 
Worker Program. She was seven months pregnant with her third 
child, and had received no prenatal care. The community health 
worker found the client had very little food in her house, a non- 
functioning refrigerator and a stove that leaked £as. She smoked 
cigarettes and was taking a large amount of aspirin because of ar- 
thritis. She had few support systems and many anxieties. Commu- 
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nity health worker intervention included: many contacts with the 
Department of Social Services to activate Medicaid and food 
stamps; makfng appointments for medical, prenatal care and WIC 
services and accompanying the client to her first appointment; help 
in obtaining food at food cupboards; discussing the effects of smok- 
ing, this woman did cut down on smoking and she was advised to 
discontinue aspirin until she consulted the doctor; making appoint- 
ments which the client kept to obtain baby clothes at a community 
facility and showing the client places where she could obtain 
clothes free or at low cost; and helping the client obtain a function- 
ing stove and refrigerator. 

The community health worker also provided health teaching as 
well as emotional support and advocacy. Plans are to continue 
service until delivery and to assure health care for the new infant 
and other family members. 

Infant Mortality Review: The Department of Health is providing 
project grants to six county health departments, including Ononda- 
ga County, to identify and examine the multiple factors which con- 
tribute to infant death through a new initiative, the Infant Mortal- 
ity Review. 

The IMR contains elements of the traditional case-by-case review 
of an infant death as a biomedical problem, but goes beyond analy- 
sis of these factors to identify the social, economic and systems fac- 
tors unique to each community which have an impact on infant 
mortality and morbidity. The program empowers the community as 
the change agent and advocate for the health and well-being of its 
families. The comprehensive infant mortality reviews will enhance 
the community's ability to understand or "color in" those overall 
risk factors, such as, age, socio-economic status, and lack of prena- 
tal care, that affect health outcome and thereby to develop a specif- 
ic picture of health and human service needs for local families. 

The IMR has the following objectives: 

One, to initiate a community-based interdisciplinary review of 
infant deaths in each county with the goal of identifying specific 
local public health, human service and social interventions and 
policies that will address preventable factors related to these 
deaths; 

Two, to conduct a public health nurse home interview with every 
mother who has experienced an infant loss in order to: obtain data 
not available in vital records or medical records, to assess ongoing 
family socio-economic and medical needs and jointly plan appropri- 
ate interventions with the family, and also to facilitate the grieving 
process. 

Mr. McHugh. Dr. Meyer, let me interrupt you for a moment 
here. 
Dr. Meyer. Yes. 

Mr. McHugh. You have a very comprehensive statement which I 
have been reluctant to interrupt because it is so good and, obvious- 
ly, it has an entire state perspective. But in fairness to the other 
people, I think I should ask you to close up. 

Dr. Meyer. Okay. 

Mr. McHugh. And then we can go back during the question 
period to cover those things that you think we did not cover ade- 
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quately. But I do want to be sure the other people have a fair op- 
portunity. 

Dr. Meyer. Let me just name some of the other programs that 
we think are important. 
Mr. McHcgh. Yes. 

Dr. Meyer. Certainly the WIC Program's caseload has grown 18 
percent in the last two years. The school health program you are 
going to hear about in more detail that serves 75,000 children 
statewide. There is a new child health insurance program that has 
just passed both houses of the New York State Legislature and is 
awaiting the governor s signature that would create health insur- 
ance for aP children up to age 13 who are at or below 185 percent 
of the fet'eral poverty level and not eligible for Medicaid. This 
would require a premium of $25 to $100 to be paid by each family 
annually. 

Another act that you should be aware of, our Neighborhood 
Based Initiatives Act, recently enacted by the New York State Leg- 
islature, is designed to meld and integrate currently disparate 
funding streams, to enable distressed neighborhoods to identify 
ways to expand and strengthen the services in their communities. 
A total of $2.5 million was appropriated to support this initiative. 

In summary, much remains to be done to ensure the health of 
New York State's children, despite many significant efforts cur- 
rently underway. We have no time to lose. The maternal and child 
health challenges we face are complex. What may sometimes be re- 
ferred to as diseases of lifestyle, such as chemical dependency, pedi- 
atric AIDS and child abuse and neglect are resistant t'j traditional 
health care approaches and require innovation and multidiscipli- 
nary intervention. 

The crises in maternal and child health care will tax all of our 
ingenuity, caring and patience and require an immense investment 
of resources. Jacob Riis, the turn-of-the-nineteenth-century social 
reformer, provided us with a useful analog: "When nothing seems 
to help, I would go and look at a stone cutter hammering away at 
his rock— perhaps a hundred times without so much as a crack 
showing in it. Yet at the 101st blow, it would split in two, and I 
know it was not that blow that did it, but all that had gone 
before." 

The New York State Department of health has a hold on that 
hammer. Thank you. 
[Prepared statement of Monica R. Meyer, M.D., follows:] 
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It is the responsibility of the New York State Department of 
Health to protect and promote the public health of its citizens, A 
critical indicator of public health is Infant mortality and its 
corollary low birthright. In New York State, in 1989, infant 
mortality dropped for the first time in three years from a static 10.7 
deaths per 1000 births to 10.4 deaths per 1000, a 3* reduction in 
infant mortality. In upstate New York this was a drop from 8.7 to 8.4 
deaths per 1000. Similarly, in New York State in 1989, low 
birthweight fell from 7.87% to 7.7* of all births, the first dip after 
a steady rise for the previous past three years. The numbers are 
provisional and not dramatic, but they are significant. 

While we are encouraged by this apparent trend, we all all to 
aware of its fragility in our society, a fragility that results from 
the many paradoxical factors contributing to the status of child 
health increased entitlements to prenatal care and child health 
care and social support systems resulting from Medicaid expansions and 
various Title V and state programs on the one hand and on £he other 
hand, deepening poverty especially among children, increasing 
evidence of family and social dysfunction as manifested by Increasing 
rates of child abuse and neglect, growing documentation of prenatal 
substance abuse, non-declining rates of adolescent pregnancy and 
school drop-outs despite investment of significant resources in 
adolescent pregnancy prevention and education. I will briefly give 
some numerical evidence of these factors: 

Poverty 

In 1987, 23* of New York State children were living in poverty (1988 
Current Population Servey, Department of Census). During 1988, 25.5* 
of the births listed Medicaid as the primary payer for delivery. New 
York City residents had 36. 6* of their deliveries coverec by Medicaid. 
Counties with 25% or more of resident births payed for by Medicaid 
include: Niagara, Erie and Chautauqua counties from Western New York; 
Allegany, Schuyler and Chemung counties from the Sourthorn Tier; 
Cayuga, Oswego and Oneida counties from Central New York; St. Lawrence 
and Franklin counties from the Northcountry; Sullivan County from the 
lower Hudson Valley; Bronx, Kings and New York counties from New York 
City. It Is Important to do small -area analysis in addition to 
county-based statistics to determine the pockets of poverty within the 
larger geographic regions. 
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Adolescent P regnancy 

There were 1532 pregnancies to women 10-14 years of age in New York 
State for a rate of 2.9/1000. Teenage (15-19 years) New York State 
reslaents showed a 13* increase In pregnancy rate from 76.7/1000 in 
1980 to 86.6/1000 in 1988, Counties with teenage (15-19 years) 
pregnancy rates 70.0/1000 or greater include: Niagara and Erie 
counties from western New York; Monroe and Wayne counties from the 
Rochester area; Schuyler, Steuben and Chemung counties from the 
southern tier; Onondaga, Oneida and Chenango counties from central New 
York; Jefferson County from the Northcountry; Fulton, Montgomery, 
Schenectady, and Greene counties fro© the Albany area; and Suffolk 
county from Long Island. 



Infant Mortality 

The New York State infant mortality rate in 1988 was 10.7 deaths per 
1000 live births. Nonwhite New York State residents had a 1988 infant 
mortality rate 58% higher than their white counterparts, 14.7 versus 
9.3 per 1000 respectively. The gap between white and nonwhite- infant 
mortality had not changed substantially througn 1988. Of the babies 
born in 1988, 3007 died before reaching their first birthday 
(10.7/1000). Of these, 2078 died during the neonatal period, a rate 
of 7.4/1000 live births. During the postneonatal period, 929 died, a 
rate of 3.3/1000 live births. The general reduction in 'nfant 
mortality experience over the past 10 years is primarily due to a drop 
in the neonatal mortality rate. The post neonatal mortality decreased 
only 15.4 percent from 3.9/1000 in 1978 to 3.3/1000 in 1988. 



I qw Birthweight 

For New York State, excluding New York City, in 1987, the infant 
mortality rate for infants less than 2.5 kg. was 71.4/1000 compared to 
approximately 4.9/1000 for babies greater or equal to 2.5kg. The low 
birthweigbt rate for nonwhite New York State residents was 12.7%, more 
than double the white rate c, 5.9*. The percentage of low birthweight 
births to women 19 years of age or younger was 10.4%. Counties with 
percent of births <2.5 kg., at 6.5% or greater include: Erie County 
from Western New York; Onondaga, Chemung and Herkimer countes from 
Central New York, Essex, Franklin and Warren counties from the 
Northcountry; Albany and Montgomery counties from the Albany area; 
Delaware and Sullivan counties from the Catskill area; Westchester 
country from the lower Hudson Valley; and Bronx, Kings, New York, 
Queens and Richmond counties from New York City. 

To what do we attribute the fact that New York State ranks well below 
the national rates of both infant mortality and low birthweight? 
Teasing out the the multiple factors is difficult. We also know that 
upstate New York, as a whole, is above the national average for both 
infant mortality and low birthweight, yet there are significant 
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geographic and ethnic pockets In upstate New York where rates of 
infant mortality and low birthweight show great variance* For example, 
in Syracuse in 1987, infant mortality rate (IMR) was 1.5 times the I MR 
1n Onondaga County as a whole (18 deaths per 1000 live births vs, 12 
deaths per 1000 live births) and non-white IMR was almost 2.5 times 
the IMR among white Infants from 1980-1985 (27.4 vs, 11.6). 



Some indicators of morbidity that may be more specific to New York 
state and that are frequently inter-related are HIV infection, 
syphilis, and maternal substance abuse. 



Between November 30, 1987 and December 31, 1989, New York State has 
tested anonymous blood samples from 581,605 newborn infants. Of these 
3786 (0.65%) were positive. The. presence of HIV antibody in newborns 
indicates infection of the mother and not necessarily infection of the 
infant. Recent studies suggest that 30-35% of infants born to 
HIV-infected mothers are themselves infected. For those newborns with 
Identified race or ethnicity, blacks and Hispanics accounted for 87% 
of the seropositives but only 35% of the newborns tested. The 
statewide seropositivlty rates by race/ethnlcity were: 1.83% for 
blacks, 1.30% for Hispanics and 0.12% for whites. The prevalence of 
HIV infection among women giving birth over the past two years has 
remained constant. There has been no significant increase or decrease 
in HIV seropositivlty among newborns during the period, based on trend 
analysis of data by geographic area, age of the mother, or 
race/ethnicity of the infant (AIDS in New York State, NYSDOH, 1989). 



New York State has seen a doubling of the syphilis rate in children 
(0-19 years) from 1986 to 1988, In addition. New York state has seen 
a dramatic increase In cases of Congenital Syphilis. Provisional 1989 
reports indicate 1017 cases of congenital syphilis in New York City, 
up from 357 cases in 1988 and 76 cases of congenital syphilis in 1989 
for New York State, excluding NYC, up from 20 cases in 1988. 



Substance Abuse 

One of the significant contributors to fetal ♦ infant, and child 
mortality and morbidity in 1990 Is prenatal and maternal substance 
abuse, A national study suggests 11% of all newborns may be born to. 
substance abusing women. We do not have meaningful statistics on the 
extent of this problem in New York State although vigorous efforts are 
developing to encourage pregnant women to acknowledge substance abuse 
histories in order to increase counseling and referral to substance 
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abuse program*. A blinded random urine toxicology survey of pregnant 
and delivering women to determine extent and nature of substance abuse 
in the prenatal and perinatal period has been proposed. Although birth 
certificates and hospital discharge data are far from adequate 
indicators, there is a clear trend of increasing rates of neonatal 
drug discharges in New York State. New York State, excluding New York 
City, increased from 1.8 drug-related discharges per 1000 births to 
3.3 per 1000 births while New York City increased from 22.' per 1000 
births to 36.7 per 1000 births. 



Educa&jgn 

Nearly one- third of all New York state students entering high school 
fail to graduate (SED, Information Center on Education, 1986d) . 
Moreover, there are dramatic differences in the dropout rates between 
the regions and among various ethnic groups. According to estimates 
produced by the New York Education Department, annual dropout rates in 
New York City are three times higher than those in the rest of the 
state (SED, Information Center on Education, 1982-83b). Associated 
with this disparity is a disproportionately high rate of school 
failure among minority students. For the class of 198S, estimated 
dropout rates for Hispanics (60%), blacks (54%), and Native Americans 
(36%) were at least two times those of whites (21%). (State of the 
Child, NYS Council on Children & Families, 1988.) 



Child A huse and Neglect 

There were 64,819 reported cases of child abuse and neglect In New 
York State in 1985 and 8?, 984 in 1988, an increase of 136%. 



We are all familiar with the factors that contribute to improved 
birth and child health outcomes: access to prenatal care and child 
health care, access to care that is comprehensive, that has 
continuity, that enables establishment of a aeaningful ro\nt i onship 
between health care provider and patient, that is sensitive and 
responsive to individual and cultural values and belief systems, that 
is provided in a setting we can refer to as a "medical home * We are 
all aware that access to care has many components, especially when one 
is referring to high-risk families, those tSat have experienced 
personal as well as generational limited access to care. In involves 
gut reach * initially and on a sustained basis. In involves educat Ion 
• again both short-term and long-term. It involves an ecological 
approach to care, that is care that is sensitive to the priorities and 
needs of individuals within their environment. Thus the family that 
has been on welfare for three generations may not respond to a call 
for individual initiative-taking; a family with a child with intensive 
special care requirements may need respite before being able to 
provide stimulation to a toddler in the family, and a 
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subs tance- abusing parent My need rtsidential treatment plus 
vocational training and Job opportunities before being able to provide 
adaquata parenting to her children. 

It ia with an awarenaaa of these aultiple factors together with 
innovative planning and commitment, curtailed at times by limited and 
regulated funding atreama. that New York State haa forged ahead. We 
have developed a variety of program* aoaa of the* community vide, 
■one intenaively focuaed on individuate, some during the prenatal 
period or earlier, some during childhood. I will review a few: 



Prenatal Cars Assistant Prolan (PCA?) 

PCAP began in 1934 as the Prenatal Care and Nutrition Program, and has 
grown from an initial annual enrol Iment of 11.472 in 1985-86 to over 
33,000. the current program year' a (1989-90) expected total. At 
program inception, agencies willing to offer comprehenaive prenatal 
services to medically indigent women were funded on a competitive 
basis. Grants were based on the need for services in e given area, 
the composition of the population in the provider' a catchment area, 
and the willingness «nd ability of the provider to deliver a full 
range of services, including risk assessment, health education, care 
coordination, psychosocial assessment, primary care services, 
postpartum services, nutrition services. HIV counseling and teating 
eervlees and quality assurance. With the passage of time and 
increasing success and growth of the program, the criteria for funding 
new projects expanded from areas of highest need to universal 
atetewida coverage. Starting January 1, 1990, primary prenatal care 
aervlcea under PCAP became an entitlement with responsibility for 
reimbursement of primary prenatal services tranaf erring to Medicaid. 
Program functions such as outreach, public education, designation of 
providers, quality assurance, development of new providers and 
evaluation continue to be the responsibility of the Department of 
Health, funded through state appropriation. The population targeted 
will include all pregnant women eligible for Medicaid (at or below 
185% of poverty), estimated to be approximately 130,000. While we are 
enthusiastic about the potential of thia comprehensive entitlement 
program we are cognisant of the many barriers to utilization imposed 
by certain Medicaid enrollment policies and regulations* * some federal, 
some state, some local" as well as barriers resulting from soma public 
perceptions of Medicaid. We urge you to work with us to overcome 
those barriers. 



Comprehensive Prenatal = Perina tal Service s Network s (C^fftN) 

the CPPSN program underwent conceptual developaent In the period 
198*- 85. During 1985 and 1986. the five original networks, four 
located in the highest risk areas of New York City, and one in 
Buffalo, were developed through a combination of Department of Health 
encouragement and community- level organizational efforts. In 1986. 
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the network project was expanded to Include two rural sites selected 
on the basis of risk status and need for service improvement. These 
two sites were the lower Hudson Valley (Orange, Ulster and Sullivan 
counties) and the North Country (Jefferson, Lewis and St. Lawrence 
counties). Several additional networks are anticipated in 1990. The 
networks* Mission is to reduce the incidence of infant mortality, 
morbidity and developmental disabilities, as well es the incidence of 
asternal mortality and morbidity. To this end, the networks* goal is 
to coordinate all services needed by infants and women of childbearing 
age to assure that appropriate services are available and accessible. 
This is accomplished through development of a functional local- level 
federation of health and human services providers and consumers who 
work jointly to identify and resolve problems of the regional service 
system. This year ^he Networks* objectives are to increase prenatal 
and child enrollment in Medicaid and comprehensive health care with 
special outreach to substance • abusing populations. 

Community Health Worker Program 

The Community Health Worker (CHV) Program, a community based, family 
focused outreach, case finding and case management program, funded by 
the New York State Department of Health, is an example of a 
psychosocial support program developed to assist pregnant women and 
families gain access to the health, community and social services 
necessary for a healthy family. 

The CHV is s resident of the geographic are* and of the specific 
population that is the focus of the program. The worker's background 
is similar in language, culture and socio-economic levels t<"> the 
majority of families with whom she will work. The worker, therefore, 
understands the problems confronting the population and through her 
own life experiences has learned to overcone the obstacles or barriers; 
to timely utilization of accessible and acceptable services. 

The CHV serves as an advocate for and a liaison between the family and 
the health, social support and community service system in the 
community. The scope of practice of the community health workers 
includes outreach, case finding, and case management, providing 
referrals to needed health and social and community services, 
followup and continuing support of individuals and families. 

Through home visits, the CHVs provide information, support, 
encouragement and assistance to the families in identification, 
prioritization and resolution of problems that ultimately adversely 
effect the health status of the family even though the problems might 
not be defined as health or medically related. 

An extensive education program has been developed to assist the CHVs 
perform their role with the families Ry adding nr modifying 
components of their education program, CHVs are prepared to work with 
different populations with special needs, populations such as school 
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children And their families, migrants and seasonal farm workers, HIV 
positive pregnant women, or other group* for who* barriers exist in 
using the complex health end social eervice system. 

In the fell of 1950 , eight programs were implemented, three in Hew 
York City end five upstate using $X million of Prenatal Cere 
Assistance Progrssi (PCA?) funds. In the fell of 1989. six new progress 
were implemented, two in New York City, two on Long Island and two 
upstate, at a total cost of $2,089,830. 

Examples of Upstate New York CHV Progrssi: 

Onondaga County Health Department working closely with two 
coessunlty agenciee, P.E.A.C.B. , Inc. end the Southwest Community 
Center, and the City of Syrecuse, in the spring of 1990, began e 
Coaseunity Health Worker Program. The program hired six CHUs and 
a program coordinator. Esch of the cosounity organisations 
houses three CHVe, The CHVs will focus their efforts in 17 
census tracts: in the eastern census tracts section of the city 
known as Hilltop and in the south wedge. These ere erees of the 
city thst exhibit very poor pregnancy outcomes (infent Mortality 
rates from 17.7 to 36.3 per 100O), eubstance abuse, poverty, and 
elevated frequencies of domeetic violence and violent crimes. The 
objectives of this program are to improve pregnancy outcomes and 
perenting skills. The CHV treining also wes made available to 
the Onondaga County Department of Social Service Cnse Management 
program staff who were hired at the same time &* the CHVs as well 
as other outreach staff employed by various programs within the 
Health Department. 



The Finger Lakes Migrant Health Cere Coordination Project is 
funded by the US Dopertment of Health end Human Services, and is 
implemented by the Rushville Health Center in Rushville. New 
York. The project uses as a project design and training model t 
the CHV Program. The project, through the use of CHVs, hes 
increased the access of the Migrant and Seasonal Farm Workers and 
their families to the needed health, social and community 
services. The project has enhanced the networking and the 
referral opportunities among the multi-county provider coalition. 
Through the provision of transportation, trans let ion. advocacy, 
health education and risk assessment, the project has served to 
increase the availability and accessibility of services that are 
■ore culturally appropriate and timely. 



The Oneida County Health Department implements a CHV program with 
four community health workers end one public health nurse 
coordinator to service both Oneida and Herkimer counties. Target 
areas served are; Cornhill section of Utica. the Sylvan 
Beech/Cemden/Vienna area, Ramsen/Poland and Cold Brook area, end 
the Bridgeveter/Vest Vinfield areas. The major barriers reported 
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by the clien's include: lack of transportation and lack of 
finances. Tha Office of the Aging transport vehicles have been 
used by program clients for prenatal transport to appointments. 
The major source of referrals to the program is the Public Health 
Nursing Services. This program is one of two upstate programs 
that serve a rural and/or a small urban area population. 



Case Report: 

The following case report is included to show the diversity of 
problems that the targeted population faces, the daily challenges 
that the CHWS resolve and the complexity of cases the CHVs 
coordinate. It should be pointed out that initially, for many 
clients, the CHV is the only health care worker that the clients 
will trust enough to let in their door and/or confide in. 

• A 55 -year old woman was referred to the CHV program. She was 
seven months pregnant with her third child, and had received 
no prenatal care. The CHV found the client had very little 
food in her house, a non-functioning refrigerator and -< stove 
that leaked gas. She smoked cigarettes and was taking a 
large amount of aspirin because of "arthri t is . " She had few 
support systems and many anxieties. CHV intervention 
included: 

~" many contacts with Department of Social Services to 
activate Medicaid, food stamps. 

"~ making appointments for medical, prenatal care and WIC 
services and accompanying client to first appointment. 
She is now being seen regularly in a high-risk clinic, 

*~ help in obtaining food at food cupboards. 

— discussing effects of smoking. She did cut down. Advising 
to discontinue aspirin until consulting a doctor. 

~ making appointments which the client kept to obtain baby 
clothes at a coaaaunity facility, and showing the client 
places where she could obtain clothes free or at low 
cost . 

~- helping client obtain functioning stove and refrigerator 
through DSS. 

The CHV also provided health teaching, as well a » emotional 
support and advocacy. The plans are to continue service until 
delivery, and to assure health care for the new infant and other 
family members . 
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Infant MflrMlUv Review 

The Department of Health Is providing project grants to six county 
health departments, including Onondaga County, to identify and examine 
factors which contribute to infant death through * new initiative, the 
Infant Mortality Review (UK). 

The XMR contains elements of the traditional case -by-case review of an 
infant death as a biomedical problem, but goes beyond analysis of 
these factors to identify the social, economic end system factors 
- -unique to each community-- which have an impact on infant morbidity 
and aortal ity. This program empowers the community as the change 
sgent and advocate for the health and well-being of its families. The 
comprehensive infant mortality reviews will enhance the community's 
ability to understand or "color in" those overall risk factors (e.g., 
age, socioeconomic status, lack of prenatal care, etc.) that affect 
health outcome and thus to develop a specific picture of health and 
human services needs for local families. 

The I MR process seeks to improve maternal end child health outcomes 
end reduce the incidence of Infant mortality in New York State. 

Toward this goal, the XMR has the following objectives: 

• to initiate a community-based interdisciplinary review of infant 
deaths in each county with the goal of identifying specific local 
public health, human service and social interventions and policies 
that will address preventable factors related to these deaths: 

• to conduct a public health nurse home interview with every mother 
who has experienced an infant loss in order to (a) obtain data not 
available In vital records or medical records, (h) assess ongoing 
family socioeconomic and medical needs and jointly plan 
appropriate interventions with the family and (c) facilitate the 
grieving process; 

• to make recommendations regarding state policy to improve maternal 
and child health outcomes as an outgrowth of the community- based 
infant mortality review. 

The three major elements of the program are; 

1. data collection and community analysis of every infant death 
occurring in participating counties; 

2. improved access to maternal - infant health and human services for 
families who have experienced a loss; 

3. opportunity for community and statewide interventions to improve 
maternal and child health outcomes. 
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wic 

VIC program caseload in the Syracuse region grew by 27.7% between 1988 
end 1990 from 54,206 to 43.67S. Onondaga County 4 * caseload grew by 
18.81 during thii time period from 7,900 to 9,389. 

The Bureau of Nutrition hae been evaluating birth outcomes of babies 
bom to voaen participating in the WIC program during pregnancy to 
birth outcomes of the general population in New York State. 
Preliminary data indicate that fewer low blrthweight babies are born 
to women who had participated in the VIC prograa during pregnancy than 
to the general population. 



Primary & Preventive Health Care for Children. Birth to Five 

The purpose of the Birth to Five prograa is to promote the health and 
well- being of children from birth to five years of age by reducing 
the preventable cause, of childhood morbidity and mortality in high 
risk underserved area » of New York State, The prograa accomplishes 
this by enhancing existing primary end preventive health care services 
with activities designed to meet the special needs of the high risk 
populations served. Many of these enhanced services are designed to 
address the special needs of high risk infants and include such 
activities as: newborn parenting classes; outreach and home visits to 
new mothers; and promotion and support services for breastfeeding. 
Many of these enriched services may not readily be covered by 
anticipated expansions in Medicaid and other child health insurance 
programs in New York State. 

Examples of Birth to Five Projects in Upstate New York: 

Rushville Health Center. 

The Rushville Health Center project supports a nurse practitioner 
who provides primary and preventive care services at the 
Rushville Health Cenrer and two other clinic sites in rural Yates 
County, as well as an outreach worker who provides home visits 
and health education. Last year, direct care provioed through 
this program included 682 well child visits, and 753 sick and/or 
follow-up visits. In addition, this program has an active 
educational component providing group presentations to day care 
centers, parent organizations, church groups, etc. They also 
write weekly child health newspaper columns in three local 
papers . 

Tioga County Health Department: 

The Tioga County project offers primary and preventive care to 
children in seven clinic sites in Tioga County. Last y«at the 
countv provided 1.320 visits. In addition, this project has 
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initiated a 24-hour access to care telephone service and parental 
group health education services. 



Sshttttl Health Ecagraa 

The School Health program, which began in 1983. provides comprehensive 
primary and preventive health care on-site at school -based clinics. 
The services provided include comprehensive physical exams, diagnosis 
and treatment of episodic illness, follow up and management of chronic 
illnesses, psychosocial counseling, immunizations , screenings, 
laboratory specimen collection, first aid and referral for specialty 
services when necessary. All School Health clinics require informed 
parental consent before enrolling students. Located at 112 school 
sites throughout the State with an enrollment of approximately 75,000 
students, services are delivered at preschools. Head Starts, 
elementary, junior high and high schools. Localities include New York 
City, Buffalo, Rochester, localities in Westchester and Suffolk 
counties, and three rural districts in Cortland County, 



Child Health Insurance 

Effective January 1, 1990, all infants to age 1 up to 185% of poverty 
became eligible for Medicaid. Effective October 1, 1990. all children 
to age 6 up to 133% of poverty will be eligible for Medicaid, In New 
York State, all other children are eligible for Medicaid up to 
approximately 86% of the federal poverty level, 

A bill has passed both houses of the New York State legislature and is 
on the Governor's desk that would create e new health insurance 
program for children to age 13 who are at or below 185% of the federal 
poverty level and are not eligible for Medicaid, A premium of $25 to 
$100 would be paid per child per year. The State would subsidize all 
other costs. Services would include comprehensive primary and 
preventive ambulatory care. Families above 185% of poverty who are 
uninsured or ur.de r insured would be able to buy * into this plan. Still 
under negotiation is whether hospitalisation costs would be included 
in the plan. 

In addition to these child health insurance increases, New York State 
anticipates increased provider participation in Medicaid via a 
preferred provider option to becoae effective October 1st that will 
approximately triple current Medicaid payments for all primary and 
preventive child health care services to providers meeting certain 
standards, Including EPSDT guidelines. 



Pre and Post Natal Parti.it Education Hospital Program (PPPEHP) 

PPPEHP is a comprehensive statewide parent education program designed 
to reach every family during the crucia) perinatal period, PPPEHP 
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emphasizes the universal nssd for parenting services In the earliest 
months of the parent/infant relationship. Each year more than 200,000 
New York State parent* and their newborns are expected to benefit from 
the program. PPPEHP begins with Having a Baby: A Faally Guide to 
Pregnancy, This attractive booklet provides expectant aethers with 
information about hov to choose a health care provider, information 
about the first prenatal visit, and basic tips on hov to stay healthy 
during pregnancy (such as eating the right foods, getting enough rest, 
and avoiding harmful substances). The booklet contains toll-free human 
services telephone numbers all pregnant women should know about, 
including the Healthy Baby Hotline, as veil as information about other 
publications available from the Department c-I Health. 

Postnatal ly, PPPEHP uses hospital -based professionals in an innovative 
team approach to parent education. The goal of the program is to 
ensure that every nev mother is visited by a primary care nurse, 
pediatrician, social worker or psychologist, and nutritionist 
folloving childbirth in order to teach parents about basic baby care, 
offer advice on managing life with an infant, and help families 
connect with community parenting program and services. To assist 
professionals in working with new parents, the New York State 
Department of Health provides all 174 hospitals In New York State that 
offer maternity services with two free resources for parents; Welcome 
to Parenthood: A Family Guide and Welcome to Parenthood regional 
resource listings. Welcome to Parenthood: A Family Guide focuses on 
the social, psychological, and emotional needs of new parents, and 
provides some practical tips on parenting a newborn. Welcome to 
Parenthood: A Resource Listing is a regional directory that describes 
parenting programs and services available in each county. 
Professionals on the maternity units are being asked to distribute and 
review the information in the Welcome to Parenthood materials with all 
new parents prior to discharge. A parent handheld child health 
record is being developed for inclusion with these materials. It is 
anticipated that child health care providers in New York State will 
participate in keeping this record up to date. 



Neighborhood Based Initiatives 

The Neighborhood Based Initiatives Act was recently enacted by the New 
York State legislature. It is designed to meld and integrate currently 
disparate funding streams to enable "distressed neighborhoods'* to 
identify ways to expand and strengthen** the services in their 
communities, to improve the delivery of such services, and to help 
identify and eliminate barriers to the effective delivery of services 
to their residents. It is the intent of the legislature to first 
provide Integrated and coordinated services for people in crisis or 
with a potential for being in crisis in selected distressed 
neighborhoods and then to assist neighborhoods in developing a long 
range overall plan to improve their overall economic and so< tal 
condition via an assessment of the long term housing needs ar -1 
economic needs of the community end a strategic plan for the 
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stabilization and development of the connunity. A total of $2.5 
«illlon new dollar* ie appropriated to support this initiative. 



In lusMry, such reulm to bo done to ensure the health of New 
York State's children, despite nany significant endeavors currently 
underway . 

We have no tin* to lose. The external and child health 
challenges we face ere coup lex . What *• uy refer to as "diaeasea of 
lifestyla* euch as chanical depandency, pediatric AIDS, and child 
abuse and neglect are resistant to traditional health care approaches 
and require innovation and nulti -disciplinary intervention. 

The crieee in asternal end child health car* will tax all of our 
ingenuity, caring and patience and will require an innense investment 
of resources. Jacob Riis, the turn*of - the -nineteenth -century social 
reformer, provided us with a useful analogy: •When nothing seems to 
help, I would go and look at a stone cutter bannering away at his 
rock- -perhaps a hundred tines without so much as a crack showing in 
it. Yet at the 101st blow, it would split in two, and I know it was 
not that blow that did it, but all that had gone before." The New 
York State Department of Health has a hold on that banner. 
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Mr. McHugh. Thank you very much, Dr. Meyer. Again, your 
statement was very comprehensive and we appreciate it. 

Dr. Miller, the Commissioner of Health here in Onondaga 
County, will go next. 

STATEMENT OF JAMES It MILLER M.D., M.P.H., COMMISSIONER 
OP HEALTH, ONONDAGA COUNTY HEALTH DEPARTMENT* SYR- 
ACUSE, NY 

Dr. Miller. I want to thank you all for visiting Syracuse and On- 
ondaga County to learn further about our situation and the efforts 
that we are making. 

Let me increase the magnification of what Dr. Meyer has de- 
scribed to you, going from a statewide perspective to one perticular 
upstate New York county, and I will also use Dr. Meyer's format of 
first describing what we know about infant mortality and then dis- 
cussing our community's response, illustrating many of the pro- 
grams that Dr. Meyer has already referenced. 

I am going to rely on a number of graphic displays that our de- 
partment has prepared. They are attached to the written statement 
that you each nave, as well as appearing here on the easel. 

The City of Syracuse ranks as having one of the highest infant 
mortality rates of 27 cities of comparable size using 1987 data. 
What you see here is cities across the nation, showing their infant 
death rate, the number of children who die among a thousand who 
are born. And Syracuse appears at the lower portion of this chart 
where we have infant mortality exceeding all of these other cities 
that are comparable to us in size. 

And while that is itself notable, when we begin tc look at who 
the children are, who the parents of the children are, we see other 
factors that we think deserve reporting. And then in the next 
graph you see infant mortality by maternal race. At the top of the 
chart, the state, the nation's and the City of Syracuse is white 
infant mortality being roughly equal. And the cities larger than 
Syracuse having a greater infant mortality rate when one looks at 
white children. 

Looking at African-American infants, New York State and the 
nation has greater infant mortality, and the City of Syracuse has 
dramatically greater African-American infant mortality. So much 
so that when we look at the years 1984 through 1986, which we 
must do for statistical purposes, we do not have sufficient births in 
one year to African-Americans that we can reliably portray a 
single year, but among those larger cities, 1985 data show that Syr- 
acuse exceeds many American cities. And, in fact, exceeds all of 
the large cities as we show them here. 

We noticed, my staff noticed that the committee has prepared a 
fact sheet, and we will supply you with additional information. But 
in the second section of your fact sheet, infant mortality rate in up- 
state New York is critically high. And in the second para ,raph you 
do report that in 1988, our overall infant mortality did decrease, 
and you reference the national commission's report. But I would 
like to share with you some newly calculated data that again con- 
firms locally that the 12.7 rate for Syracuse in 1988 is accurate, but 
our provisional 1989 rate is 14.5. And racially whereas in 1988, Af- 
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rican-American infant mortality had dropped to 14.7, in 1989 it had 
returned to what was previously the level of 25.6. And through 
June 30th of this year the rate is running at 34.1. So we will pro- 
vide additional copies. This was not submitted and we may not 
have even mentioned it in light of the other material that was pro- 
vided. 

We move on to our next attachment which is a map of the City 
of Syracuse showing the various census tracts. We know by analyz- 
ing data that, indeed, we have areas of the city that are particular- 
ly burdened with infant mortality problems and are burdened with 
higher rates of late or no entry to prenatal care, premature birth 
and children born below normal birth weight. These areas have 
sizeable African-American and low-income populations and rela- 
tively high rates of teen pregnancy. 

Causes of neonatal mortality, that period being from birth 
through the end of the first month of life, are associated primarily 
with prematurity or congenital anomalies. 

Post-neonatal mortality, from the period of one month through 
the end of the first year, is largely from Sudden Infant Death Syn- 
drome. 

Again, returning to a racial comparison, black neonatal mortali- 
ty is two times that of whites and black post-neonatal mortality is 
three to four times that of whites. 

Low birth weight* prematurity, and late and no entry into prena- 
tal care are primary influences on infant mortality. Black race, 
poverty, and teen motherhood are also associated factors. 

The next attachment, Attachment D, shows the percentage of 
births to women age 17 and under. Again it is a slightly different 
figure than Dr. Meyer, in which all teenage pregnancies were re- 
ported. We are looking at women 17 and under. And in the City of 
Syracuse, one of every six births occur to a woman who was less 
than 18 among African-Americans as compared with 2.6 percent of 
all births to whites in the city of Syracuse in that same age group. 

Attachment E shows the percent of black births with late or no 
prenatal care, and it shows the sharp rise from 1981, on the left of 
the chart, from around 2 percent up to the 5 percent that was ob- 
served in 1986 and 1987. And our analysis of 1988 data shows that 
this number has grown recently. 

Attachment F shows the mortality for low birth weight black in- 
fants being 1.7 times that for low birth weight white infants, recog- 
nizing that low birth weight is a major risk factor to early death. 
When one simply looks at all children born with a low birth 
weight, there is a racial discrepancy. Black infants as compared 
with white infants of low birth weight die at a greater rate. But for 
normal weight infants, black infant mortality is approximately 
four times that of whites. 

That is what we know about the problem. We are continuing to 
try to further understand it. 

The County Executives Office has demonstrated great commit- 
ment and direction to the Departments of Social Services, Mental 
Health and Health, a commitment made difficult by the limited 
state and federal revenues, including significant loss in revenue 
sharing. 
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Our county government has worked closely with local health pro- 
viders, and various community organizations, and has developed 
and begun implementing an action plan to provide greater access 
to health care and support services for pregnant women and their 
newborn children. This action plan includes: case management co- 
ordination, medical care, social support services and evaluations 
systems. They are briefly listed in Attachments G and H. 

The various components, and there are a number of them, can be 
summarized into particular areas. One is the extending outreach 
into communities of high risk. We have taken advantage of many 
federal and state funding opportunities throughout county govern- 
ment to enable women from neighborhoods that are experiencing 
greater rates of infant mortality to serve their neighbors, and we 
have used the New York State Community Health Worker Grant, 
Comprehensive Medicaid Case Management, and the prenatal care 
program monies to augment our public health nursing teams as 
well as the PCAP, Prenatal Care Assistance Program Outreach and 
Education. 

The coordination of comprehensive prenatal care has enabled us 
to bring to the clinic settings where ambulatory care is provided, 
the number of social services, including both Medicaid and WIC. 

We are attempting now in various ways to eliminate barriers 
caused by lack of transportation and child care. We are committed 
to assessing the roles that drug and alcohol use, child abuse and 
neglect and domestic violence are contributing to infant mortality, 
and we have been now looking specifically at Fetal Alcohol Syn- 
drome and fetal alcohol affects, documenting the extent of this 
problem in our community and addressing the available services to 
help prevent and care for children who suffer from fetal alcohol ex- 
posure. 

And finally, we are developing a computerized data base to track 
women and their newborn children as well as to assess, evaluate 
and monitor the impact of the programs in place. 

Nevertheless, a number of other factors are in dire need of inter- 
vention. These include the shortage in our community of prenatal 
care providers for low-income families, although it is encouraging 
that a growing number of physicians have joined our program and 
we are very encouraged by that willingness on physicians part. We 
also need to access and assure that there is access to culturally sen- 
sitive and dignified care and improve the socio-economic context in 
which infants are born. 

"Infant mortality is a social problem with health consequences." 
I am quoting Masden Wagner. Employment opportunities, job 
training, education, safe and affordable housing, and standard of 
living all need to be addressed. A comprehensive community-wide 
strategy to impact each of these is essential to assure that the cycle 
of poverty which perpetuates our very high infant mortality rate 
can be reduced. 

[Prepared statement of James R. Miller, M.D., follows:] 
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Pkspakkp Statement of James Miller, M.D.. MPH, Commissioner or Health* 
Onondaga County Health Department, Syracuse, NY 

IKS House of Representatives Select corareittee on Children,. Youth, 
and Families Field Hearing on July 16, 1990, 

Thank you for visiting Syracuse and Onondaga County to explore 
barriers to care as we perceive them in Upstate New York and to 
review our proposed action plan 

The local infant mortality crisis as reported by the Onondaga 
county Health Department Bureau of Surveillance and Statistics is 
portrayed in the following graphic presentations. 

Attach— nt A The City of Syracuse is ranked as having the 
highest infant mortality rate of 27 cities of comparable size 
based on 1987 data. 

Attachant B The rate for black infants is higher than in 18 
large urban centers based on 1985 data* 

Attachment C The areas v*ith the highest infant mortality 
rates are the West, South and East Fayette neighborhoods 
within Syracuse. These areas generally coincide with areas 
having late or no entry into prenatal care, prematurity and 
low birthveight. These areas have siseable black and poor 
populations with relatively high rates of teen pregnancy. 

- causes of neonatal (birth to one month) mortality are 
associated primarily with prematurity or congenital anomalies. 

- Postneonatal (one month to one year) mortality's largest 
cause is Sudden Infant Death syndrome (SIDS). 

- Black neonatal mortality is 2 times that of whites and black 
postneonatal mortality is 3 to 4 times that of whites. 

- Low birth weight, ptcmaturity, and late/ no entry into 
prenatal care are primary influences on infant mortality. 
Black race, poverty, and teen motherhood are also associated 
factors . 

Attachment P The percentage of births to women age 17 and 
under for City of Syracuse Blacks is 16.1% as compared to 2.6% 
for City Whites in the v^irc <:qc group. 
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Testimony of James r. Miller, MD (Continued) 

Attach— nt t The percentage of BlacK births with late or no 
prenatal care have risen sharply between 19B1 and 1987, from 
2.0% (1981-1982 avg.) to S.0% (1985-1987 avg.). 

Attaohaant P Mortality for low birth weight Black infanta la 
1.7 tiroes that for low birth weight White infanta. For normal 
weight infants. Black mortality is approximately 4 times that 
of White*. 

Onondaga County Government, working cloaely with local health 
provider* and various community organisations have developed and 
begun implementing an action plan to provide greater access to 
health care and support services for pregnant women and infants* 
This extensive action plan includes caae management coordination, 
medical care, social support services and evaluation systems. 
(Attachments G and H) 

Specifically this plan addresses access to prenatal care 
issues by? 

1. extending outreach to high risk families (e.g., Hew York 
State Community Health Worker Grant, Comprehensive Medicaid 
Case Management, Augmentation of public Health Nursing Teams, 
PCAP outreach and Education) 

2. coordinating comprehensive prenatal care with social 
services on-site including Medicaid and WIC enrollment. 

3. exploring options to eliminate barriers to care created by 
lack of transportation and child care 

4. assessing the role of drug and alcohol use, child abuse and 
neglect, and domestic violence as contributors to infant 
mortality (e.g.. Fetal Alcohol Syndrome Grant) 

5. developing a computerized database to track women and 
infants as well as to assess, evaluate and monitor the impact 
of programs in place. 

Nevertheless, a number of other factors are in dire need of 
intervention. These include the shortage in our community of 
prenatal care providers for low income groups, access to culturally 
sensitive and dignified care, and improvements in the socioeconomic 
context in which infant mortality occurs. 

"Infant mortality is a social problem with health consequences . M 
* Employment opportunities, job training, education, safe and 
affordable housing, and standard of living need to be addressed. 
Without a comprehensive community wide strategy to impact each of 
these, individuals will remain in the cycle of poverty which 
perpetuates our very high infant mortality rate. 

1 Wagner, Masden* "Xniant Mortality In Europe: Implication tor 
United states. 11 Journal ot Public Health Policy, Winter 1988. 
pp. 473-434. 
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ATTACHMENT n A" 



Infant Mortality Rate 
27 Mid-sized Cities 
- 1987 Data - 



Frttno, CA W&IINH^^ 



Santa Ft, NM 
Colorado Sprtnga, CO 
BoJaa, JO 

Sontvaport, LA 
RtJtHjh.NC 
Naanvtfl^TN 
UtHt Roeit.AR 

ColumNa.SC 
Chattanooga, TN 
Char Wta. NC 
Chartoiton, SC 

ToMo.OH 
Omaha, N£ 
Grand Rapkfa, Ml 
Daa MWna*, IA 
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Syracuaa, NY 
Woreaattr. MA 
Scramon, PA 
Hartford, CT 
Erta, PA 
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Infant Mortality Rata 
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ATTACHMENT "B" 

SYRACUSE RELATIVE TO OTHER CITIES, 1985. 
INFANT MORTALITY RATE BY RACE 



WHITE INFANT MORTALITY 

New York State 
United Stale* 
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BLACK INFANT MORTALITY 
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Infant Mortality 



Daia-uu^c* SYS Vmi Records aad Qtttoc '& Dfffwnc Fund 
Anal v si\ jno f.rapti by Bureau oi Sucveilliace 4 StatoMici, 
OocndMg* County Heal* Dqwtmem 
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Infant Mortality Rate 

City of Syracuse Neighborhoods* 



ATTACHMENT *C" 




Infant Mortality Rate 




(1905-1987) 


□ 


0.0 to 2.1 




2.1 to $8 




S.Sto 13 8 


■ 


13.8 to i;.7 


■ 


17.7 to 36.3 



Data ranQds are quntMM 



No*: "Neighborhoods'' are defined at conugucm pmpiol (1980) census tracts wh*A satisfy two criteria 

( 1 ) the tracts arc at toast feneraUy simitar in %m io^cwkxthc condibocu 

(2) they contained af*roxim*te)y 10,000 residents in the Census. 
D»u Source: New Yc % Suue Bureau of Vital Stausuts 

Prepared by: Onondaga County Health Department. Bureau of Surveillance and Shock* 
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ATTACHMENT *D" 

Percent of Births to Women 
Age 17 and Under 



Onondaga Co, 
Syracuse 

City/White 
City/Black | 

Upatata 
Naw York City 
Rochester 




5% 10% 15% 

Percent of Births in Category 



20% 



Data ara 1M5-t 967 AvtragM 
Data tomct: NYS Vital Statatica 

AnalyaJa and Qrapft by: Onondaga County HuHft DtpartnMnt 
Bwaauot SuvaNtoneat SttMrttoi 
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ATTACHMENT "E" 



Entry to Prenatal Care by Race and Year 
Onondaga County, NY 1981-1987 



6.00*- 



5.00%' 



4.00*- 



loo*- 




1991 



1992 1 1993 1 1994 f 19*9 1 1999 1 199? 



— White Prenatal Care" 



• Black Prenatal Care • 



0 Late 



□ Mo 



I Late 



I No 



Note: 



La$c care* Entry in thind trimester of pregnancy 
No Care = No prenatal can* before delivery. 



D»t» Sourer New York Sut* Vital Record » 

Analy**» and Graph prapsrtdt by Onondaga County Hbtlth Department 
Buroftu of StuvetlUme and 5t»ttttt<:» 
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ATTACHMENT "?" 



Birth Weight- r-4 Race- Specific Infant Mortality 
Onondaga County, 1985-1987 



BIRTHWEIGHT 



CATEGORY 


White 


Black 


Total 


Normal (5 2500 g) 








Births 


17.058 


2,312 


19,370 


% of Births 


94.6% 


86.7% 


93.5% 


Deaths 


50 


26 


76 


IMR 


2.9 


11.2 


3.9 


Low (< 2500 g) 








Births 


981 


355 


1336 


% of Births 


5.4% 


13.3% 


6.5% 


Deaths 


83 


53 


136 


IMR 


84.6 


149.3 


101.8 



B/W 
Risk Ratio 



3.84 



2.45 
1.76 



Dm Source: NYS Vital Record* 
Analyst by: Bureau of Ssrvollaace St Staaxka 
Oneodafa Cooofy Halits DcptracK 
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ATTACHMENT "G N 



INFANT MORTALITY ACTION PLAN 



A. OUTREACH & CARE COORDINATION 

1 PCAP TRANSITION 

2. TEENAGE SERVICES ACT (TASA) EXPANSION 

3. CQMPREHENSr'E MEDICAID CASE MANAGEMENT (CMCM) 

4. NEW YORK STATE COMMUNITY HEALTH WORKEF. GRANT 

5. AUGMENTATION OF PUBLIC HEALTH NURSING TEAMS 

6. CASE MANAGEMENT PROVIDER GROUP 

7. ACCESS CENTER 



B. MEDICAL 

1. PCAP TRANSITION 

2. OPENING OF FAMILY HEALTH SERVICE CLINIC 

3. DRUG AND ALCOHOL SERVICES 

4. FETAL ALCOHOL SYNDROME GRANT 



C. FAMILY AND SOCIAL SUPPORTS 

1 . OUTSTATIONING FOR MEDICAID INTAKE 

2. OUTSTATIONING FOR WIC INTAKE 

3. TRANSPORTATION 

4. CHILD CARE FOR CLINICAL PURPOSES 

5. DRUG & ALCOHOL SERVICES 

6. DOMESTIC VIOLENCE 

7. CHILD ABUSE AND NEGLECT 



D. ASSESSMENT A EVALUATION 

1. SURVEILLANCE ACTIVITIES 

a. INFANT MORTALITY REVIEW 

b. DRUG AND ALCOHOL SURVEILLANCE • 

C. ANALYSIS OF VITAL RECORDS INFORMATION 

2. ACCESS CENTER 
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ATTACHMENT " 



Onondaga County 
Infant Mortality 
Action Plan 

May 14, 1990 
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I INTRODUCTION . THE PROBLEM 

Infant Mortality it in important variable for understanding the health of populations 
The infant mortality rate, usually expressed at the number of infant death* per 1000 live births, is 
a key indicator of community health because it measures the health of the most dependent and 
most vulnerable segment of any population. The infant mortality rate of a population serves as 
in important epidemiological indicator of other critical issues, such as the adequacy of prenatal 
care, the nutritional status of the mother and child, access to medical care, and a host of socio- 
economic variables. For these reasons, infant mortality is often used as the principal variable 
when comparing the health of populations in varying areas and facing varying socio-economic 
conditions. 

The infant mortality rate in Syracuse is higher than that in 27 dries of comparable size The 
black in/ant mortality rate is disturbingly high (27.4 deaths per 1000 live births during 1981 - 1987) 
Compared with 18 large cities including New York, Boston, Chicago and Detroit Syracuse has the 
highest black infant mortality rate of all. Because the mortality rate for white infants in this 
county is relatively low (9.2/1000 for the same period), the risk to black infants is nearly triple that 
of whites. Thus the black:white risk ratio for Onondaga County is also th* highest of any in the 
aforementioned group of cities. Beginning in 1993, much of the elevated risk to blacks has been 
concentrated in the postneonatal period, * e from 2ft days to one year of age. 

infant mortality in the City of Syracuse is considerably higher than the remainder of the 
County. Average rates for 1981 through 1987 are 15.4 for the City, and 8.8 for the remainder of the 
County. The average n$k ratio for City /County is 1.75 (range » 1.4 to 2.3), meaning that a child 
bom in the City of Syracuse is 75% more likely to die during its first year than a child born 
outside of the City. (See Data Summary in Attachment A) 



LEADING RISK FACTORS 

A. Late/No Prenatal Care 

Identified Barriers To Care: 

a. Financial 

b. Poor Coordination of Services 

c. Lack of Transportation 

d. Lack of Child Care 

e. Substance Abuse 

8. Low Birth Weigh t / Prema t u n t v 

C Teen Pregnancy 

D. Minority Status 

E Poverty 

F Domestic Violence 

G Substance Abuse 

H. Parenting Issues 

I Inadequate Pediatric Health C .ire 

I HIV 
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11. COMMUNITY ACTIVITIES 

A. County Executive Office established the Access to Cant Committae 

B. Trip to Toledo, 'Jhio to observe and review Infant Mortality Prevention 
Effort! 

C Trip to Hartford, CT to observe end review Infant Mortality Prevention 
Efforts 

0. Human Service Forum - January, 1990 
E Neighborhood Bated Initiatives 

F. Fowler Project 

G Caae Management Provider Group 

H. Acres* Center Development with Syracuse University 

L Networking with Medical Society 

1. Presentations to Numerous Commtmiry Groups 



111. ACTION PLAN 

The Onondaga County Departments of Health and Social Services are engaged in 
a number of foint initiatives designed to improve maternal and infant health 
outcomes and reduce infant mortality. The Departments are working closely with 
local health providers and community organizations to provide greater access »o 
health care and support services for pregnant women and infants. This extensive 
action plan includes the coordination of case management, medical care, social 
support and evaluation services, 

A. OUTREACH * CARE COORDINATION 



I. PC AP Transition 

Effective January 1, 1990, Medicaid assumed the role of fiscal 
administrator of New York State's Prenatal Cant Assistance Program 
(PCAP). This expands Medicaid eligibility to include pregnant women 
and infants up to one year of age whose family does not exceed 135^ 
of the federal poverty level. During the first three months of 1990 
there were 388 new cases opened for Medicaid using these new 
standards.- As these new eligibility requirements become known 
throughout the community, it is assumed the caseload will continue 
to rise at an increased rate Therefore, it is estimated that 1200 to 1,500 
additional Medicaid cases will be opened this year under the PCAP 
program. 
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TASA is contracted through DSS to Tht Salvation Armv and oners 
supportive counseling and case management to pregnant and 
parenting teenagers. Presently, the TASA program covert teenagers 
through their eighteenth birthday who are in receipt of ADC Public 
Assistance benefits, In 1990. TASA will expand to include teens 
through their 19th birthday in all categories of assistance. This is 
estimated to increase the number served from 150 teens in 1989 to 300 
in 1990. 

3. Comprehensive Medicaid Case Management (CMCM) 

In audition to TASA. the Department of Social Services currently 
funds the CMCM Pilot. The purpose of the CMCM Pilot is to assist at* 
risk women and infants access medical and social support services, 
through an intensive case management and outreach model. When 
CMCM is fully implemented, it will be administered by Syracuse 
Community Health Center. The five pilot outreach workers are 
stationed at Crouse Irving Memorial Hospital, StJNY Health Science 
Center, St Joseph's Hospital, Syracuse Community Health Center and 
MANOS/ Vincent House. 

4. Mew York State Community Health Worker Grant 

This grant funds intensive community-based outreach and case finding 
activities in the two highest risk areas of the City of Syracuse. Three 
outreach workers are assigned to the Hilltop area through PEACE. Inc 
and three are assigned to the Southwest Community Center 

3- AugmmtatiorLrt 
Public Health Social Work staff will work m conjunction with 
outreach workers to address a broad range of social service needs tor 
high risk nursing team clients 

6. Case Management Provider Group 

Health Department Commissioner lames Miller. MD. and Social 
Services Commissioner Robert Stone have established a coordinating 
group comprised of local human service agency directors with 
experience U case management The aim of this group is to determine 
what services ve current! v available for the target population, to 
coordinate these services and decide how best to utilize new outreach 
and case management workers 
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7. AfiflMtQmg 

A computerized database is under development with the assistance of 
Syracuse University. The system will trade ail at-riik women and 
infant* to assure timely outreach intervention maintain a ease file on 
each tracked individual to facilitate cue management and collect and 
analyze data for future planning purposes. (See Attachment B) 



9. MEDICAL 

i. PCAF ItoaaUtop 

See description above - HLA.1 

* Opening of Family Httith §cn1<w/tottgtttd Qtate 

This dinic held at the Civic Center, cortaolidate* service* at one site to 
provide increased accessibility to the full array of County Health 
Department clinic service*. 

3 Prug ind Akghcl ggyjgtt 

Through the Department of Mental Health, the Outpatient Drug 
Clinic at Crouse Irving Memorial Hoepital provide* individual and 
group counseling for pregnant and parenting women. Additionally, 
The Department of Mental Health is proposing the expansion of 
Syracuse Community Health Center's Alcohol k Substance Abuse 
Services to increase the number of people served These programs 
will accept referrals to provide counseling, to increase substance abuse 
awareness and to improve maternal and infant health outcomes. 
Pending the results of the Department of Health's surveillance 
program, the Departments of Health, Mental Health and Social 
Services will develop programs to ensure rehabilitative services. 

4. Fetal Alcohol Syndrome (PAS) Grant 
The FAS Prevention of Disabilities Project has established a 
community-wide Task Force. The purpose of this Task Force is to 
reduce the incidence of disabilities resulting from maternal drug and 
alcohol consumption. Task force activities include data collection and 
analysis, professional and public education and service and referral 
coordination 
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C FAMILY AND SOCIAL SUPPORTS 

1. Outstatiofting for Medicaid Intake 

To assure Medicaid coverage for eligible low income pregnant women 
and infants. Medicaid intake workers will be assigned to work at the 
major provider sites of prenatal and newborn care services. Presently 
they are outstationed at St Josephs Hospital, Syracuse Community 
Health Center, SUNY Health Science Center and the Onondaga 
County Health Department PCAP dinics. 

2. Outstirfoning for Women. Infant Children's Fromm (WIG InUfa? 
To assure early admission into WI*T ior high risk pregnant women, 
WIC intake workers are assigned to work it the major provider sites 
of prenatal care and newborn care services. Presently they are 
outstationed at St Joseph s Hospital and Crouse Irving Memorial 
Hospital. Additional outstanding is planned. 

3. Transportation 

the Department of Social Services is currently evaluating funding 
options and modes of transportation for at-risk women and Infants to 
medical appointments A combination of taxis, bus tokens, agency 
vans and paid mileage for outreach worker vehicles will be utilized 

4. Child Cart for Clinical Purp?K» ^ LiJ 

The Department of Social Services is considering expanding child care 
services for clinic purposes. It is yet to be determined whether a 
centralized site or a number of individual sites will be designated for 
child care. 

* PrV.g ft Alcohol Services 
See description above * in B 3 

6. Domestic YitiCfltt . 
The Department of Social Services contracts with Vera House and 
Dorothy Day House to provide support services for battered women 
Vera House also operates a new program known as Alternatives: 
Building Non-Violent Relationships- This is an educational program 
for batterers. While many participants volunteer for this program, 
others are court mandated 
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Abuse jmi \ejieit 
The Department ot Social Services contracts **tth numerous agency 
including Catholic Charities, Child and Family Services, and The 
Salvation Army to provide a variety of supportive and rehabilitative 
services for families at rtik of child abtxie or neglect. The Parent* and 
Children Together (P A CT) Program is a new program now available 
a* a preventive service within the Department of Social Services 
Children's Division. This innovative program is designed to provide 
ensis intervention services to families with children at imminent risk 
of placement. The Department of Social Services will evaluate 
existing programs lo determine whether expansion or further 
development of new services is warranted. 



D. ASSESSMENT * EVALUATION 

1. Surveillance Activities 
The Bureau of Surveillance & Statistics in the Health Department 
will undertake additional activities associated with furthering our 
understanding of the infant mortality problem and associated risk 
factors. 

* tatott MftTtiltty Review , „ 

This program will conduct comprehensive reviews of all 
infant deaths in Onondaga County. Included in this process 
is an interview with the mother and analysis of medical and 
human service records. Based on the findings of these 
studies, a Community Review Team will propose 
interventions and policies to address any preventable factors 
associated with infant mortality. 

b prug anfl Alrohnl Surveillance 

Through surveys, analysis of anonymous drug screen 
specimens, and indirect measures, the Surveillance program 
will attempt to characterize the nature and extent of 
substance abuse during pregnancy as a basis for additional 
program planning efforts. 

c. Anajvsis of Vital Records Information 

A computerized information system is planned for the Vital 
Records office This system wiU allow more timely and more 
complete analyses of information from birth and death 
certificate*. Bv reporting on low birth weight and other high 
risk births more quickly, the system will also serve as the 
basis for more timely referrals for public health nursing 
interventions 
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Access Center 

See description above • 1H.A.7 



IV. OTHER KEY VARIABLES 



The Action Plan outlined above is designed to address man. of the leading 



additional variable* that must be confronted Wore this community will realize a 
significant decrease in infant mortality rates and in discrepancies among racial 
groups for these rates. The following list although not inclusive,, represents several 
issues outside of the scope of current Onondaga County Departments of Health and 
Social Services activities. Further sh dy and compr. hensive intervention are 
warranted in each of these areas. 

A. HUMAN SERVICE FACTORS 

t. Number of Physicians Accepting Medicaid 

2. Cultural Sensitivity Training For All Human Service Providers 

\ Waiting Times * Conditions For Clinic Visits 

4. Continuity of Care 



9. ECONOMIC DEVELOPMENT 

1 . Employment Opportunities 
Z lob Training 

3. Education 

4. Housing 



risk factors associated with infant 
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V. COMMUNITY OBJECTIVES 

The Departments of Health and Social Service* with consultation from 
Mental Health have established the following five and ten year objectives (See Table 
on Page 9) The County assumes a leadership role, and the current action plan will 
plav an integral part in this fight. However, achievement of these objective* will 
depend on a community wide effort to battle infant mortality The community at 
Urge muit be willing to expend time, energy* and resources in coordinated fashion 
Civic organizations, educational institutions, churches, neighborhood associations, 
private industry and all human service providers must share responsibility tor 
improving the medical and social conditions that result in infant mortality In five 
years rime, the County will reassess these objectives based on the success of the 
current action plan as well as community initiative*. 



DEFINITIONS OF TERMS 

Infant Mortality Rate: Assesses the extent of infant (children up to one year 
oi age) dCMths in a population. The infant mortality rate OMR) is calculated as 
the number of infant deaths divided by the number of births in that 
population in the same year. This quantity is multiplied by 1,000 so that the 
IMR can be read as the "number of infant deaths per 14)00 live births." When 
an IMR is used for a specific population, both the number of deaths and the 
number of births is specific to that population. For example, the infant 
mortality rate for white infants m Syracuse is calculated as the number of 
deaths of white infants born to Syracuse residents, divided by the number oi 
white infants born to Syracuse residents 

tow Birthweighh Infants which weigh less than 2500 grams (i.e. 5 5 lbs > at 
birth are classified as "low birthweight" infants. 

Late Entry to Prenatal Care: Women who either initiate prenatal care in the 
last trimester (months ? through 9) of pregnancy are considered to have 
received "late prenatal care" This group is usually combined with women 
who received no prenatal care in a Late or No Prenatal Care" category 
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:V IT *OHTAUTY DATA 

^ **ct SHgjrr 



• Overall infant mortality rat* for th* County U not elevated 

aHVlUT rtat • NX* p» t-POD tfrt hrtha; NY* *«*r*a» • ICX7; 

Upmm Avetegt ftjw NY1 sschsaaag NYC • «> 

• Rat* for th* aty of Syracuse if highest of 27 dckt of comparable fix* 

<19*7 dm; Sy r * *— 17* $#3*4 *&** m wmr **J**h, NC - 1M 
Sumy by It Leges, fh.0,. Hoepjlii taecuevt Council) 

• Sat* for Black in/an ta is approximately three tuna* th* rat* for White 



.1*547 City *vtrtf** Wtwir-Sl *U<k* ttft 
• Rat* for Slack infants is higher than II Urge urban can tan. based on 1985 



tSyiecvst dam baae* on 11*44* ****** {• *7il ; Sesene N fjhaai I* mr**r 
Nm, Ma • 211; D*a* ftoa* OMmm** D#mm Pan*) 

• Neonatal a*, frv* » m own*) mortality res* (NMD for Hack Infants is 

about two daws that tor White* of***lf** Oty eae* Whm NWB • *a SUck 
NMSU l$* 

• Posmeonatal ff*. mm iwnfi t* **m) mortality rasa (FNMO far Hack 

infants inereaeed from 1«2-19*7, to b* three to four time* that of Wtutt* 
cU*Mf*J Gey 4a* Wto» PNMX • *.t. Mack PNMH- 73; l***4f** WTm» PNMR 
• >.!• SUA FNMJU UJ> 



• Causa* of neonatal deaths ant associated primarily with prematurity or 

congenital anonuiie*. Th* single largest caua* of Paetneoctatsl Mortality 
is Sudden Infant 0**th Syndrom*. No obvious difference* in causes or 
dealt mUt tsmm th* races, 

• Infant mortality is highest in th* West Southwest, and Cast Fayette 

neighborhood* within Syracua*. 

• Primary influence* on Infant Mortality are lew birth weight premature 

delivery, and late/no entry to prenatal car*. 

• Influences of Hack mot. poverty, and teenage motherhood are mediated 

through the primary influences. 

• The percentage of Hack births with L»t*/No prenatal cart have risen 

tharply between 19*1 end 1997. from 10% nsti to 5.0% nf**47 

• Race and poverty have statistical] v independent influences on infant 

mortality. 

• Mortality far Low girth Weight Slack miancs is 1.7 times that for LBW 

Whit* infants, Far normal weigtu mtants th* Black mortality rat* ts 3 9 
times as high. 



Unlaw other*** mm*, all oaaj ***** prov^#d by ch* NYS Has** Oeeaienam 
ewes* el V*tsl Sejeegoa AnaJvw* corneas* by *»Q******* Ceamy 
Heajei Deeeraeeat gate a u of SurvruUnc* and Sateeeas 
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Abstract 

The risk of a black infant dying was triple that of * whise infant bom in Onondaga 
County, NY during 198M987* Evaluation of the causes of death fails to explain this 
disparity; the cutset ire dtone, lack ctor<mmodkaliax»dki t iDd(tonocdife 
apprecisUy between btock tnd white infants. Analyses of jockxeonomk correlaaes of 
inftnt mortality rate (IMR) were earned oul The results, which are the focus of this 
report, establish sorae basis for an inferred opinion about *hy these racial differences in 
IMR exist. Comparison of tract-level data betwten sets of census tracts with simitar 
poverty levels but different ncial compocinoa indicate! that IMR is significantly higher in 
poor areas of Syracuse wiih high piuporbons of htek residents relative to comparably 
poor, predominantly white areas. A subsequent, more comprehensive analysis of likely 
IMR correlates using tract-level data revealed that tow birth weight (IBW), late/no prenatal 
care and prematurity are the primary associates of difference! in IMR among Onondaga 
County census tacts. Comparisons of black and white infants using btnh certificate data 
indicate that on average, black infants are at significantly greater risk of LB W, late prenatal 
care, and prenuairiry thru arc their white counterparts. 
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Introduction 

The Nick infant mortality rate OMR) in Sync use and Oooodtft County, New 
fork is dittu* *niiy high; the preceding paper in this senes estahtishort that the overall rate 
vas deaths per 1000 live births during 1981-1987. Compared with 18 Itrfe cities 
including New York* Boston Chicago and Detroit, Onondaga County has the highest 
black infant mortality rate of tlL Because the mortality rase far while infants in this county 
is relatively low (9.2/1000 for the same period), the risk so black infants is nearly triple that 
of whites. Thus the blackrwhite risk ratio for Onondaga County is also the highest of any 
in the aforementioned group of cities. Beginning in 1983, much of the elevated risk to 
blacks has been concentrated in the postneonatal period, Le. from 28 days to one year of 
age. 

This paper describes additional analyses in which wc examine the causes of infant 
deaih! and evsluate some potential correlates of infant mortality. Our purpose is to identify 
those socioeconomic and medical conditions which are most strongly assoc i a t ed with infant 
mortality in Onondaga County and to provide information that will assist in planning 
effective strategies for intervention* 
Causes of Mortality 

As a point of depamire. causes of infant mortality were examined on che 
assumption that they may indicate underlying medical and social risk factors. Results of 
this investigation are presented in Figure t . In general the causes of death are diverse, 
somewhat nebulous, and lack clearcut medical remedies (Figure I). Furthermore, the 
pattern of causes is strikingly similar for both races, particularly during the postneonatal 
period, which is especially risky for Mack infants. For example, SIDS, a category 
representing undiagnosed causes of death even after an autopsy is performed, accounts for 
approximately half of the deaths of btA Mack a*tf white infamd 
period (Figure 1). Thus, this method of analysis failed to identify any causes 
easproporooaajdy l cp reac tts ad in blacks that might have pointed to unique medical or 
socioeconomic risk factors among the deceased Mack infants* 
General Influences om EMR: Race and Poverty 

Abundant evidence in larger studies of the U.S. population indicates thai non-white 
race and tow socioeconomic status are tightly linked, and are correlated with elevaaed IMR. 
Therefore, in evaluating possible explanations far the large disparity in mortality rases 
between black ami white infants in Onondaga County, it becomes important u> determine if 
race is simply a proxy for income. An alternative explanation posits that raori differences 
in nsk factors other than income also arc involved, and they compound the already high 
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risk faced by the poorest segment of our community. Obviously* distinguishing between 
these alternatives is important in tailoring effective public health intervention strategies. 

Analysis of risk factors that involve socioeconomic mm could not be conducted 
using information from individual birth or death certifies**, because poverty indices can 
not be obtained from these records. Instead* we used avenge data for census tracts, 
including the racial makeup of tracts and their poverty status in 1979, which were obtained 
from the 1980 U.S. Census, Elapsed time between the Cctm% and the collection of the 
IMR data may contribute to measurement error, since some temporal changes in poverty 
sums undoubtedly occur. Nevertheless our technique is justified, in part because the 
overall pattern of population distribution has not changed appreciably. Furthermore, the 
main effect of this time lag is so make it more difficult to demonstrate any statistical 
association between the 1979 socioeconomic data ind the IMR and medical risk factor data. 
Under such advem conditions, any association we might find would be a conservative 
estimate 

Multiple linear regression was used is the first fiest of the hypothesis that nee is a 
proxy for income and that factors associated with socioeconomic status eclipse race as 
predictors of IMR. A result consistent with this hypothesis would be to find thai a 
regression model containing boih a racial and an economic index has no greater ability to 
predict IMR than an alternative model containing only the economic index. In fact, the 
actual results of the multiple linear regression analysis ate just the opposite; the percentage 
of black households per census tract is a strong, positive predictor of IMR on a per tract 
basis. In contrast, percentage of households below poverty level does net provide 
additional* unique information which significantly strengthens the predictive ability of the 
regression (Table i). It should be noted here thai we are not disavowing the influence of 
socioeconomic factors on IMR. Instead, we suggest thai both race and poverty probably 
are involved, but this regression analysis indicates that factors associated with racial 
composition show a tighter statistical relationship. 

A second analytical method was used to c heck and to expand upon the results of the 
regression analysis. In this method, we selected seven pairs of relatively impoverished 
tracts in Syracuse, with each pair having one tract with a substantial black population, and 
the other being predominantly white . Each pair was matched internally for the percentage 
of households per tract that fell below poverty level in the 19SO census. We checked the 
efficacy of our selection process and found no statistical difference between the two groups 
in terms of poverty but also found that the planned difference between them in racial 
composition was statistically real (Figure 2). Our regression results suggested that race has 
important effects beyond its linkage with poverty status. It follows that IMR should be 
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higher in tracts with high percentages of black residents. On the other hand, if race acts 
solely as a proxy for income, then IMR should not differ between the groups, because they 
were equivalent with respect to the poverty index. The actual results are that dising the 
period 1981-1983, IMR is significantly higher in poor areas of Syracuse with high 
proportions of black residents relative co cof^ptrtbly poor, predominantly white areas 
(Figure 2). This finding confirms the results of the regression analysis and suggests again 
that race or factors linked with race are important correlates of infant morality. 
Delving Deeper: Assessing Some Specific Risks 

A logical next step was so shift the focus of our investigation away from the general 
influences of race and poverty and evaluate some mote narrowly-defined IMR risk factors. 
We chose seven variables for study that meet two criteria: 1) they have been implicated as 
risks in some larger studies* and so they ate likely to be important locally; and 2) local net- 
based data are available. The variables chosen (see Table 2 for definitions) are: teenage 
motherhood, low birth weight, prematurity, delayed or no prenatal care; tidal composition 
of tracts, proportion of births to black mothers, and poverty. The multiple linear regression 
technique was used to determine which of these putative factors is/arc moat strongly 
associated with differences in IMR among census tracts. Alternatively phrased the 
question becomes: Which of these risk factors provides the most information to predict the 
rate of infant t.wt*tfty for a particular census tract? An answer to this question should be 
helpful in developing plans to combat infant mortality. Results of the multiple regression 
analysis suggest that low birth weight, prematurity, and late or no prenatal care are the most 
valuable predictors of infant mortality (Table 2 and Figure 3). A linear combination of 
these three factors accounts for nearly half of the variation in IMR among Onondaga 
County census tracts (r 2 ^)^ Ft3,l 18]«33.6, WXQ0G1). Given the inherent limitations 
of this technique, this is a remarkabJv strong association. Supplementary analysis 
indicated that all seven of these variables are rightly correlated, both among themselves and 
with IMR (Table 3). However, the regression results also indicate that poverty, maternal 
age and measures of racial composition per net ia got provide additional, unique 
information which would significantly improve our ability to predict IMR in Oiondaga 
County census tracts. Another way of stating this result is to say that a model containing 
information on all seven of these risk factors is no better at predicting IMR outcomes than 
is a model containing only tract-level data on low birth weight, late/ho entry into prenatal 
care and prematurity. 

Racial Comparison of Risk Factors 

In the course of this report, our focus has shifted from the rather broad, inclusive 
risks of race and poverty towards consideration of more narrowly-defined factors such as 
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birth weight ind entry into prenatal cut. This reductionist approach may be funhtr saved 
by contrasting IMR risk factor* obtained from the individual birth records of white and 
black infants. Since IMR is sigaificandy higher for blacks and since low birch weight, 
prematurity and t**e/no prenatal care are related la IMR locally, one would predict thai these 
risk factors should be greater for black infants. CKr analyses indk^ that on average, 
black infants were at higher risk than white ones with respect to every factor considered 
during the period 1985*1957 (Figure 4). Black mothers, on avenge, were younger and 
they entered prenatal care significantly later than their white counterparts (Hgure 4). The 
percentage of black mochas in Onondaga County receiving lace/no prenatal care has 
increased substantially since 1981. and the blackrwhite ratio for this risk factor was 3.4: 1 in 
1987 (Figure S). In addition, black babies bom during 1985*1987 weighed tea and they 
had shorter gestational periods than white infants (Figure 4). These findings provide a 
basis for an informed opinion about why the disparity between white and black IMR exists. 
It should be noted however, that the results of these analyses do noc establish causation, 
only statistical association. 
Analysis of Wdghtopeclflc IMR 

When infant mortality rites are categorized by race and birth weight classes, it can 
be seen that black infant mortality is significantly higher than the rete for white infants for 
individuals weighing less than 2500 gm at birth (Tabic 4). This, in combination with the 
rinding wiat there is a higher proportion of black births below 2500 gm (Table 4), lends 
further supoort for suggesting that prematurity and low birth weight are important 
contributors to the unacceptably high rates of black infant deaths in Syracuse and Onondaga 
County. 

Spatial Patterns of IMR and Risk Factors 

The series of Syracuse neighborhood maps (Figures 744; see Figure 7 for OCHD- 
defined neighborhood boundaries) show the spatial psttexn of IMR and risk factors within 
the city limits and provide an effective visual summary of the the information described 
previously in statistical terras. These maps indicate that areas of the city with high IMR 
(Figure 8) generally coincide with areas having late or no entry into prenatal care (Hgure 
9). presnattaity (Figure 10), and low birth weight (Figure 1 1). The areas with the highest 
IMR and associated risk factor* are the near south and west neighborhoods, as well is the 
series of census tracts extending along East Fayette Sum. These areas generally have 
sizeable black and poor populations (Figures 12 and 13) with* datively high rates of 
teenage pregnancy (Figure 14). Knowledge of this spatial patent of IMR and its attendant 
risk factors should prove to be valuable in planning methods and selecting target srees for 
intervention. 
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Discussion and Conclusions 

We have summarized the results of the regression analyses in Figure 15. and have 
suggested likely (to us) directional associations between variables. It is important to note 
that regression analysis measures only statistical asso ci a tio n- not causal relationships- 
Based on the extensive literature available on this subject, we suggest here some underlying 
causal relationships that may explain these statistical associations. The main result 
depicted here is that only the primary cocrelaaes contribute significantly to the explanation of 
variation among tract level IMR. Among the primary cordate*, both premature birth and 
low btnh weight are likely to be results of late (or no) entry into prenatal care; and low birth 
weight certainly is a direct result of short gestaboa Causal relationships among the 
secondary correlates are less easily inferred so we have merely drawn lines interconnecting 
Poverty, Black Race, and Teenage Pregnancy. 

Caution must be used in interpreting these (or any multiple regression) results. 
While the technique is very powerful it is no more powerful than the information available 
for analysis. A number of potentially important variables are not available for these 
analysis, including consistency of prenatal care (i.e.. die number of prenatal visits, not 
merely the timing of the first visit), measures of hospital or pediatric care, parenting skills, 
and family sums (e.g.. the numbers of supporting adults in the household). Apparent 
influences of any variables we included could be serving as a proxy, entirely or in part, for 
these or other unmeasured variables. The independent influence of Late or N*> Entry into 
Prenatal Care is a good example. Its statistically independent correlation suggests 
influences other than those mediated through Low Birth Weight or Prematurity. It might be 
that late care results in developmental deficits not reflected in birth weight It might also be 
that late entry to care reflects poor medical care or access; perhaps the essential, but 
unmeasured, influence on IMR is i n ad equ a te gajjggic care. We urge considerable 
circumspection in the interpretation of these results. 

Although teenage pregnancy does not explain a significant portion of variation 
among census tracts in IMR in our community, the available literature suggests that it could 
play at least a supplemental role in the risk process. The annual percentage of black births 
to females aged 10 through 19 has fluctuated between 25.6% and 23.8% during 1981- 
1987, at roughly 3.5 times the comparable rate for white mothers (Figure 6). As we 
pointed out in the previous report. 24% of all black posmeonatal deaths occur when the 
mother is 17 years old or younger, while only 14% of the live births are to mothers in this 
age group. 

Perhaps the most important results of all of these analyses are the indications to the 
health care delivery system as to where efforts snould be directed to ameliorate the local 
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infant motility problem. The absence of cieariy treatable causes of daub stiffen tiuu no 
medical "Mafic Bullet* solution exists. Oily t fcoami, substantial iraprovemem in the 
maternal and child health sys*em is likely to &ave any impact Two of thepocntial 
influences depicted in Figure 15, En^ 
targeted directly, with d* expectation 

can be lessened as a result The maps in Figures 9 and 14 suggest nets wbercthese 
intervention efforts are needed most critically- the south and west sicks of Syracuse, as 
well as the East Fayette Street area. 

Of course* the fundamental underlying problem of racially-biased poverty should 
not be ignored here merely because it is beyond the scope of the beahfc care system's direct 
domain of influence. A permanent solution requites a community- wide effect involving 
not only health care, but also the social services, education, and "Tf^niff systems if 
Onondaga County is to remedy this profoundly troubling problem. 




Figure 1 
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Hgura 3. IMR va. SaJacfad Rtalc Factors. (MR par cansui tract 
pjottad against nsk factors asfactad though multipta mumpla 
rtQiMSion anafys<a. DM art for Onondaga County tracts .1 985-1987. 
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axdudad* 
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F!gurt3Con1. (MB va. 5#(tct«d Rltkti (MR par cansua tract ptottttf 
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Data art for ail Onondaga County tracts. 1985-1987. Tracts m which thar a ware 
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Figure 4. Racial Comport ton of Risk Factors, Birth Ctrtiftcafit 
Data. Maan valuta of mortality risk factors for wttte and ttack 
infants born to Onondaga County rssidants during 1985-1987. 
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Figure 5. Births to Teenage* Mother* by Race and Year 
Onondaga County, NY 1*81-19*7 
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rigm 6 Entry to Prenatal Care by Race and Year 
Onondaga County, NY 1981-1987 
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Figure t 



INFANT MORTALITY RATE 
City of SyracuM "Nrtghborttood*", 1M5-1M7 
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LATE/NO PRENATAL CARE 
City of SyracuM "Ntlgttbortiotft", 1995*1997 
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Flgur« 11 

LOW BIRTH WEIGHT 
City of SyrtcuM "Ntfghbortioodt", 1935-1887 
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BLACK HOUSEHOLDS 
City of Syracut* "HMghbortiootft", 1980 
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POVERTY 
City of SyrtouM "Ntlghfrorttoods" 



1980 







Poverty 


p 


3.1% to 5.9% 




S.5% to 8 3% 




8.3% to 15.4% 


■ 


15.4% to 18.9% 


■ 


td.9%t0 44.ft% 



Note: ~H*iQh*ort>ood$* *f 4 * Hn $4 t* cot*lquoo* group* 

of (tNO) Mm tmctft wfiicft «MMtfy tw« em*fi«: 

(t) tl» tract* act *t i*a*t g*n*ra«y it wW i f Mi t * *l fr«o> n omie coodNOm 

(2) UM? OOAUMMtf aopfOlffftfttaty 10.009 mMMtl Ml th* It 10 Cftfttul 



^•oartdby Qooodao* County Htatt Oapartmant. Buraau of Sucv»4tor« and SUtaataa 
DtfaSowt* ^VOifcSttftQunmicfVfltaJ&atimandif* iMOUS Cmif 



ERLC 



89 



Ftgur* 14 



TEENAGE MOTHERS 
City of Syracuse "NtlghborhooaV, 1985-1987 
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Flgurais. Naiwor* of association* among risk factors for intam mortality Pnmary 
corrsJatta of IMR (prtmatunty. low frrth w+qht and tate/no prenatal cart) ware saftctso on 
tna b#*i* of multtpla rtgraasion. AH aix constate* art significantly intsrrsteted; the single, 
naavy arrow between the primary and saoondary correlate* it a simplified way to 
r#pf«itm tha fact that all saoondary correlates art correlated with all primary correlates 
(sea Table 3). 
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Mr, McHuoh. Thank you very much, Commissioner. 

I think our next witness will be Susan Stone, who is the Director 
of the Prenatal Care Assistance Program at the Mary Imogene 
Bassett Hospital in Cooperstown. 

Ms. Stone. 

STATEMENT OF SUSAN E. STONE, M.S., RN., DIRECTOR, PRENA- 
TAL CARE ASSISTANCE PROGRAM, MARY IMOGENE BASSETT 
HOSPITAL. COOPERSTOWN, NY 

Ms. Stone. I want to thank you for this opportunity to bring to 
your attention some of the unique problems of women in the rural 
areas of Upstate New York. 

The Mary Imogene Bassett Hospital Prenatal Care Assistance 
Program draws clients from eight counties in Upstate New York. 
These are mostly rural counties, including Otsego, Delaware, Her- 
kimer, Madison, Schoharie, Oneida, Montgomery, and Chenango. 
We have seven outreach clinics that provide prenatal care to low- 
risk clients. This unique health care delivery system has been rec- 
ognized by the community to be an effective method of providing 
accessible health care. These clinics are staffed by certified nurse 
midwives and nurse practitioners. We currently have four certified 
nurse midwives on staff. These certified nurse midwives travel to 
the outreach clinics one day a week to provide care and they per- 
form 99 percent of the low risk vaginal deliveries at Bassett Hospi- 
tal 

The lack of prenatal care providers is of primary concern and re- 
mains a pervasive problem throughout our multi-county service 
area. Schoharie County is an example of this. This is an area of 
great concern since their only obstetrical provider relocated to 
Albany in July of 1990. Planned Parenthood of Schoharie County is 
able to provide limited ambulatory prenatal care services to low- 
risk women, but all high-risk clients must be referred to MIBH or 
Schenectady for services, and this entails a one hour drive for most 
clients. Currently, there are no delivery services available in Scho- 
harie County. 

Delaware County is another area of great concern. Delaware 
County covers an area equal in size to Rhode Island. There are cur- 
rently only two prenatal care providers in Delaware County. One is 
our outreach prenatal care clinic located in Delhi, New York, and 
the other is a single obstetrician in the far northeast corner of the 
county. He is nearing retirement and the hospital is recruiting for 
that position. 

Delaware Valley Hospital has already closed its obstetrical unit 
as of June, 1990. The lack of service providers, combined with the 
obstacles including rural geography, weather and lack of available 
public transportation for women makes it very difficult for women 
in Delaware County to access health care. 

Chenango County currently has no PCAP provider, although 
Planned Parenthood of Broome-Chenango Counties, with the sup- 
port of Chenango County Rural Health Network, is planning to im- 
plement a PCAP program in the near future if start up funding is 
available. Pregnant women in that county access comprehensive 
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PCAP services in all the surrounding counties, including MIBH 
through the central and satellite sites. 

Statistics for the eight identified counties show high rates of low 
birth weight, late or no prenatal care, and teenage pregnancy. All 
of fJbese figures are above the average for Upetate New York. There 
is a strong correlation between high percentages of women receiv- 
ing early prenatal care and lower percentages of women having 
low birth weight and infant mortalities. 

It has been noted that the adolescent population who enters care 
later has poorer outcomes than the general population. The combi- 
nation of poverty, rural isolation, and lack or resources further con- 
tributes to the risk factors related to poor pregnancy outcomes. 
These same variables have also been noted to contribute to factors 
associated with maternal/infant substance abuse issues, smoking, 
alcohol, and other drugs. 

The MIBH catchment area extends over a 100 mile radius. There 
is minimal public transportation in this region. Transportation is 
often cited by clients to be the mmor problem in accessing initial 
and continuous care. Although the Department of Social Service is 
required to provide transportation services under Medicaid, the re- 
ality is that there are often several local DSS policies which limits 
access and utilization of this service. Thus, chents cannot benefit 
by a service to which they are entitled to under PCAP. 

Examples of these might be such as there must be no other car 
in the household, even if that car is being utilized by a partner 
go to work and it is not available for the client to use to come to 
prenatal care appointments. Another example is a two-week prior 
request and notification in advance as to when a rid* is needed. It 
is not always possible ?r women. Furthermore, there tends to be 
minimal local community resources to provide the transportation. 

Another vital resource to a successful pregnancy care program is 
the certified nurse midwife. Certified nurse mid wives have been 
proven to provide especially effective care in providing comprehen- 
sive pregnancy care to women and their families, especially those 
who are medically indigent. 

Nurse midwifery services are consistently successful in affecting 
changes in both maternal and neonatal, birth outcomes. Their 
methods of health care delivery have improved the access to and 
utilization of health care and other community services. This 
allows for a broadened and more collaborative approach to the co- 
ordination of services. 

Midwifery services in the MIBH system have proven to be effec- 
tive in providing the full scope of services to this rural population, 
especially since the philosophy and standards for care are consist- 
ent with New York States PCAP Program. The CNM program also 
benefits the hospital by providing cost effective health care serv- 
ices, in an ever increasing health care delivery budget. With 
common goals recognized and efforts refocused, it has encouraged 
the development of a more collaborative and collegial relationship 
between the physician and the CNM. 

Before a certified nurse midwifery program can be successfully 
incorporated into a pre-existing health care delivery system for 
prenatal care, certain issues must be dealt with, including: the atti- 
tudes of all health care providers regarding nurse midwifery; un- 
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derstanding of the role and the functions of a CNM in the health 
care team; distribution of workload among the total health care 
team, including on call issues; appropriate reimbursement to the 
CNM for services rendered, and access to delivery privileges; de- 
fined responsibilities; continuing education; malpractice insurance; 
and probably one of the most important is publicity and communi- 
ty education about what a nurse midwife is and what she/he may 
provide. 

There is a tremendous need in all of Upstate New York for 
nurses who are interested in pursuing CNM as a profession to have 
available, accessible, and affordable educational opportunities to 
pursue this career of choice. Currently, the number of nurses who 
*re interested in and apply to the few available schools in New 
York and out of state exceed the number of available student slots. 
All too often, potential candidates choose not to pursue this needed 
career because of lack of financial resources, lack of qualified pre- 
ceptors, family responsibilities, relocation demands, and the added 
stress this undertaking demands. 

Some general recommendations to help resolve some of these 
issues to improve access and encourage enrollment in nurse mid- 
wifery are as follows. 

The government needs to address funding, regulations, licensing 
and access issues. 

State education and health departments must work together to 
address potential resources that can be used for recruitment and 
flexible educational opportunities. 

State education and health departments must work together to 
address the educational requirements, minimum standards for 
practice, and regulations and policies governing nurse midwifery. 

Government must negotiate with major insurance companies and 
ad hoc committees to deal with these issues should be convened at 
various levels. Members should represent the CNM, OB-GYN, 
Family Practice, R.N. and other allied health care professions, as 
well as include representatives from government, insurance compa- 
nies and consumers. 

I look forward to actively participating in the efforts to improve 
health care policy which will enable women and their families to 
access quality care in a timely, cost effective, and therapeutic 
manner which will meet their needs. 

Thank you. 

[Prepared statement of Susan E. Stone follows:] 
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Prepared Statement of Susan E. Stone, M.S., R.N., PCAP Program Director, 
Mary Imogen* Bassett Hospital, Cooperstown, NY 

Thank you for this opportunity to bring to your attention some of 



the distinct problems of women living in the rural areas of Upstate New 
York, in particular, their attempts to access health cire particularly 



The Mary Imagene Bassett Hospital Prenatal Care Assistance Program 
draws clients from eight counties in Upstate New York. These counties 
include Otsego, Delaware, Herkimer, Madison, Schoharie, Oneida, 
Montgomery, and Chenango. We have seven outreach clinics providing 
prenatal care to low r 1sk clients. This unique health care delivery 
system has been recognized by the community and hospital administration 
and staff to be an effective method for providing accessible and 
"sensitive* health care. These clinics are staffed by Certified Nurse 
Midwives and Nurse Practitioners. We currently have four Certified Nurse 
Midwives on staff. These CNM's travel to the outreach clinics one day per 
week. They perforo 99 percent of the low risk vaginal deliveries at Mary 
Imogen* Bassett Hospital. Our 1989 statistics reveal increasing rates of 
teen pregnancy* as well as a high percentage women with late entry into 
prenatal care which results in high rates of low birth weight and infant 
mortality. Herkimer County has an overall infant mortality rate higher 
than New York City and has the highest infant mortality rates in New 
York State. 



during pregnancy. 
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The lack of prenatal care providers >s ..f primary concern and rmins 
a pervasive problem throughout our m u i 1 1 -count y service area. isobar e 
County, currently unserved, is another area of great concern s,n C e their 
Obstetrical provider relocated to Albany in July. 1990. Planned 
Parenthood of Schoharie Count, is able to provide limited ambulatory 
prenatal care services . low risk pregnant women. All high risk clients 
must be referred to MiBH or Schenectady for service (each 45 minutes from 
Cobleskill). There arc no delivery services available in Schoharie 
County at this time due to these circumstances. Consequently, the sole 
hospital will be forced to close the Obstetrical Unit. 

Delaware County (wnich covers an area equal to the size of Rhode 
Island) currently has only two prenatal care providers. One is our 
Outreach Prenatal Clinic located in Delhi. New York and the other j s a 
single obstetrician in the far Northeast corner of the county. He is 
neartng retirement and the hospital is recruiting for that position. 

Delaware Valley Hospital has already closed its obstetrical ur.it 
as of June. 1990. The lack of service providers, combined with the 
obstacles including rural geography, weather, and lack of available 
public transportation and resources make it very difficult for women 
in Delaware County to access health care. 

Chenango County currently has no PCAP provider, although Planned 
Parenthood of Broome-Chenango Counties, with the support of the Chenango 
County Rural Health Network, is planning to implement a PCAP Program in 
the near future, if start up funding becomes available. Pregnant women 
in that county access comprehensive PCAP services in all the surrounding 
counties, including via KIBH through the central and satellite sites. 
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Statistics for the eight identified ;ounttes show high rates of low 
birth weight, late or no prenatal care, and teenage pregnancy. All of 
these figures are above the averages for Upstate New York. There is a 
strong correlation between higher percentages of women receiving early 
prenatal care and lower percentages of women having low birth weight and 
infant mortalities. It has been noted that for the adolescent population 
who enters care later, this group has poorer outcomes than the general 
population. The combination of poverty, rural isolation, and lack of 
re-curces further contribute to the risk factors related to poor 
pregnancy outcomes. These sam* variables have also been noted to 
contribute to factors associated with maternal/infant substance abuse 
issues (smoking, alcohol, and other drugs). 

The KIBH catchment area extends over a 100 mile radius. There is 
minimal public transportation in this region. Transportation is often 
cited by clients to be "the major problem" in accessing initial and 
continuous care. Although the Department of Social Services is required 
to provide transportation services under NA, the reality is that there 
are often several local DSS policies which limit access and utilization 
of this service. Thus, clients cannot benefit by a service to which they 
are entitled under PCAP. Examples are: 

- There must be no other car in the household (even if that car 
is beino used by the partner for work and therefore is 

unavailable to the client for transportation). 

- A two-week prior request and notification in advance as to 
when a ride is needed is required. 

Furthermore, there tend to be minimal local community resources 

to provide the transportation (ie. drivers, outreach workers, vehicles, 

or extended family members with the ability to provide this service). 
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Another vital resource to a successful pregnancy care program is 
the Certified Nurse Midwife. Certified Nurse Midlives have been proven to 
be espectally effective in providing comprehensive pregnancy care to women 
and their families, especially those who are medically indigent. Nurse 
midwifery services are consistently successful in affecting changes in 
both maternal and birth outcomes. Their methods for health care delivery 
have improved the access to and utilization of health care and other 
coawunlty services. This allows for a broadened and more collaborative 
approach to the coordination of services. Midwifery services In the 
MiBH system has proven to be effective In providing the full scope of 
services to this rural population, especially since the philosophy and 
standards for care are consistent with New York State's PCAP Program. 
The CNN program also benefits the hospital by providing cost effective 
health care services, in an ever increasing health care delivery budget. 
With common goals recognized and efforts refocused, it has encouraged 
tht development of a more collaborative and collegial relationship 
between tht physician and the CNM. 

Before a Certified Nurse Midwifery Program can be successfully 
incorporated into a pre-existing health care delivery system for 
prenatals, certain issues must be dealt with: 

- attitudes of all health caro providers regarding nurse 
midwifery 

- understanding of the role and function of the CNM or the 
prenatal health care team 

- distribution of workload among the total health care team, 
including "on call" issues 

- appropriate reimbursement to the CtM for services rendered 

- access to delivery privileges 
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* defined responsibilities {ie. - high rick situations, etc.) 
and established protocols for care and services 

* continuing education 

- malpractice fnsurance and issues 

* publicity and community education about what nurse midwifery 
is and provides 

There is a tremendous need in all of Upstate New York for nurses 
who are interested in pursuing CNM as a profession to have available, 
accessible* and affordable educational opportunities to Pursue this 
career of choice. Currently, tb\ number of nurses who are Interested 
in and apply to the few available schools in New York and out of state 
exceed the number jf available student slots, All too often, potential 
candidates choose not to pursue this needed career because of lack of 
financial resources, lack of qualified preceptors, family 
responsibilities, relocation demands, and the added stress (physical, 
emotional, and financial) this undertaking demands. 

Some general recommendations to help resolve some of these issues 
to improve access and encourage enrol Intent in nurse midwifery are as 



- Government (federal/state) needs to address funding, 
regulations, licensing, and access Issues. 

* State education and health departments must work together to 
address potential resources that can be used for recruitment 
and flexible educational opportunities (scholarships, the 
development or addition of CNH curriculae *o existing nursing 
prograats, incentive programs to bring CNH's to an 
unserved/underserved area, etc,}. 

* State education and health departments must work together to 
address the educational requirements, minimum standards for 
practice, and regulations and policies governing nurse 
midwifery. 

- Government (federal/state) must negotiate with major insurance 
companies to address malpractice insurance and concerns. 
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- AD HOC Committees to deal with these issues should be convened 
at various levels. Members should represent the CfJM, 08-Gvm, 
Family Practice, R.N., and other allied health care professions), 
as well as include representatives from government (education 
and health departments), insurance companies, and consumers. 

I look forward to actively participating in the efforts to improve 

health care policy which will enable women and their families to access 

quality care in a timely, cost effective, and therapeutic manner which 

will meet their needs. 

Submitted by: 

Susan E. Stone, MS, RH 

PCAP Program Director 

MARY IMCGENE BASSETT HOSPITAL 

ONE ATWELL ROAD 

COOPERSTGWN, NY 13326-1394 

(607)547-322$ 
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Mr. McHuoh. Thank you very much, Ms. Stone. 

Our next witness is Mary Cooper, who is the Associate Adminis- 
trator of Family Planning Services with the Onondaga County 
Health Department here in Syracuse. 

Ms. Cooper. 

STATEMENT OF MARY O. COOPER, ASSOCIATE ADMINISTRATOR, 
FAMILY PLANNING SERVICES, ONONDAGA COUNTY HEALTH 
DEPARTMENT. SYRACUSE, NY 

Ms. Cooper. Good morning and thank you for providing me with 
the opportunity to talk about issues of access to health care as it # 
relates to infant mortality and the relationship between family 
planning and reducing infant mortality, the need for federal in- 
volvement and the available and quality services impacted upon by 
the federal government, and finally, our work with the New York 
State Council on Food and Nutrition. I would like to provide a brief 
historical perspective on family planing in reviewing the problem 
of infant mortality because I believe we need to look at where we 
come from to adequately address where we are going. 

Family Planning has been seen as having a critical role to play 
in the reduction of infant mortality in this country since 1941, 
when the Surgeon General of the Public Health Service determined 
that federal funds could be allocated for family planning programs 
in health areas. However, it was in the mid-1960s that a national 
goal was set to ensure the provision of adequate family planning 
services for those who wanted but could not afford them. And, of 
course, in 1970, Title X of the Public Health Service Act gave prior- 
ity to furnishing family planning services through categorical pro- 
grams serving low income families. A m^jor priority in the pro- 
gram then and now was to establish, expand or improve family 
planning services in areas with high rates of maternal, perinatal 
and infant mortality. 

In the early 1980s, our agency in this community, in an attempt 
to evaluate how well we were reaching the at risk women in our 
community, developed a series of maps looking at poverty, educa- 
tional status, low birth weight and infant mortality. And these 
maps wore developed on city census tracts because city census 
tracts s ave us a more definet' look at own population of patients. 

Simultaneously, because of the population that we serve, we 
were having difficulty in obtaining needed referrals for our pa- 
tients. The majority of our patients in family planning fall into the 
category of the working poor. Most of them are uninsured. It 
became quite obvious that it did not mean much to do a cancer test 
on a patient if that patient Could not afford the needed follow up 
care if we found a problem. 

At that point in time the federal poverty level was much higher 
than the Medicaid eligibility in New York State. For example, a 
family of four could be no higher than 65 percent of the poverty 
level to obtain Medicaid. And it did not mean much if the facility 
providing prenatal care or any other medical center was next door 
if you did not have the means for paying for the service. 

With the increasing amount of time being spent by our staff at- 
tempting to work through referrals for our patients and our own 
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data reflecting growing infant mortality in this the community, we 
began to alert the community. George Christie, our Program Ad- 
ministrator, and I began to use our maps of the community to talk 
about the issues of access and growing infant mortality rates on 
the local and the national level. 

Our involvement in working with the county's public health 
nursing division to write the first prenatal care grant in Onondaga 
County, called Pregnancy CARE, in the mid 1980s came about be- 
cause many of our patients among those were being made late for 
prenatal care. I think frequently when we look at data of later or 
no prenatal care, we assume that it is the patient and not perhaps 
the institution that cannot provide care Quickly enough. Even after 
that program, I think both Pregnancy CARE and Family Planning 
both saw, m fact, that we could see the patient initially, but they 
would have to wait a long time before they could get into some of 
the hospital programs, and we began talking about, as other people 
have mentioned, the need was not only for early, but continuous 
prenatal care. 

I am sure the committee has heard a great deal about uninsured 
people in this country. It is estimated there are 83,000 people unin- 
sured in the Syracuse region which includes Oswego and Madison 
Counties. As we began discussing issues of access in our agency, we 
began to develop the concept that access had to have physical, psy- 
chological and financial dimensions. The definition of access be- 
comes important because it is defined in many different ways. Very 
recently just speaking to a physician about access of poor males to 
the health care service, he felt that if a person was willing to wait 
long enough and the doctors in a particular setting flipped a coin, 
they could eventually be seen. So the definitions of access become 
very important. 

Fifty percent of our patients currently carried in our in-house 
social services are people who need help in obtaining additional 
medical care, even with the changes in the Medicaid structure. Our 
agency has fought to retain a sliding fee scale that goes to zero. 
Even so we face real problems when referring patients from our 
program because they do not wish to go for services and receive 
bills that they cannot pay or be demeaned in the process of trying 
to obtain the services. Therefore, critical health needs frequently 
continue unresolved unless intervention occurs. 

There is no question that New York State has, in recent years, 

Erovided major funds to fill the gaps for specific services which 
ave suffered through federal cuts including family planning serv- 
ices, prenatal care and supports for Medicaid. However, it was un- 
questionably, the clear federal guidelines carefully crafted and 
forcefully monitored by the federal regional offices across this 
nation which changed the manner in which health care was deliv- 
ered to poor people in this country. 

In the 1970s, there could be no question about definitions of 
access: psychological, financial or physical. The quality of care, for 
a brief time was palpable and evaluated. Agencies, states and re- 
gions which received funds for federal programs quickly learned to 
deliver services by those standards or they did not continue to re- 
ceive the funds. It was during this period that our mortality rates 
in all age groups in this country began to decline. 
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Li the late '70s, along with the decline in dollars for health care, 
a new health care concept called marketing entered the health 
care ^eld. It was designed to promote health care services to in- 
crease the number of middle class patients to be seen in federally 
funded programs. The concept, ideally, was to provide more funds 
to serve the "at risk" population, 

I believe that the inevitable happened: poor people and the 
people in need were increasingly left out of care in these programs. 
To market means to sell, and you cannot sell services to people 
who do not have funds. Human service and health care delivery 
have increasingly attempted to emulate business practices in 
making money, indeed, are encouraged to do so. That the ultimate 
goal of business and health care is different does not seem to 
bother us. 

I would like to quote from three Syracuse social scientists in this 
area who made a comment early in the discussion of this whole 
concept, Rubinstein, Mundy and Rubinstein. They said in the late 
1970s, 4 There is an inherent contradiction between the purposes of 
human service delivery and the profit making goal of entrepre- 
neurship. Each has its place in the institutional fabric of a demo- 
cratic, capitalistic society but they are not in the same place. At- 
tempts by one organization 'to have it both ways' leads inevitably 
to systemic conflict. The entrepreneur in human services must vio- 
late one or the other set of principles he purports to combine," 

I am very pleased to see that in our attempts to ameliorate the 
devastating infant mortality rate in Syracuse, we are moving back 
to the community worker concept. In preparing this testimony I 
spoke to one of the state regional nurses and she told me that I 
should talk to some of the newly hired community workers. She 
told me the story about some of them being sent out to visit non- 
compliant clients, and they found that these so-called noncompliant 
women had already lost their babies. 

I have great hopes in this community's new attempts to deal 
with the service delivery issues which impact on infant mortality. 
How successful we will be will be dependent, at least in part, on 
how well we hear what the community worker has to say and how 
auickly we adjust our programs to meet the needs of the so-called 
noncompliant woman. 

Transportation is a m^jor issue in this community. In 1985, our 
agency coordinated the Syracuse site of the New York State 
Hunger Watch, a small hunger study run by Eh*. Victor Sidel. We 
became involved in the Hunger Watc*: because our clinical workers 
began reporting, particularly on Fridays, that there were women in 
our Family Planning clinics who had no milk for their babies over 
the weekend. Family Planning and other agencies within the 
Health Department and other members of the community formed 
the Hunger Advisory Committee and worked with Cornell Univer- 
sity graduate students to measure and examine children coming to 
the Well Child Clinics in this community. 

The study took place in two sites: the Bronx and in Syracuse. As 
far as back as '85, the sentinel clinic for hunger in the New York 
State pilot project was here in Syracuse on Hawley Avenue. We 
have had a lot of indicators that we were in serious trouble with 
morbidity and mortality. 
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In looking for factors creating the problems in Syracuse, certain- 
ly lack of transportation plays a miyor role. Women with small 
children with limited funds and no transportation have trouble get- 
ting to markets. It should be noted that at that time, people used 
in the Syracuse study as "controls," also reported hunger even 
though their children may not have reflected the developmental 
problems associated with hunger. During the period of the study, 
the Hunger Advisory Committee in the Health Department found 
that the application process for food stamps, WIC, free lunch, etc., 
was separated and rigorous and was done in different places. We 
found the food stamps application was more complicated than an 
income tax form. 

I would just like to briefly say that as a member of the New 
York State Council on Nutrition, one of our priority recommenda- 
tions for 1990 includes that the New York State Department of 
Health should advocate on the federal level for universal access to 
WIC. As a member of the Accessibility Subcommittee of that body, 
I strongly recommend that access issues in the area of feeding pro- 
grams be carefully scrutinized locally, on the state level and na- 
tionally. 

Finally, infant mortality across this country and around the 
world is an indicator of the health of a whole people, the health of 
a nation. It is the signal which informs us of how well we are doing 
in caring for our population. It is also the bell-weather of our soci- 
etal and cultural problems* It is no accident that our nation has set 
different goals for the 1990 health objectives regarding infant mor- 
tality for whites and non-white populations. This difference is 
played out in our community. It is obvious that the infant mortali- 
ty problem that we face is focused in the inner city and the black 
and Hispanic community where people are less able to access con- 
sistent primary care which could alleviate manv health problems. 

I am very hopeful with our new attempts to deal with this issue 
will ameliorate the problem. Thank you, 

[Prepared statement of Mary O. Cooper follows:] 
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Prepared Statement of Maey 0. Cooper, /issociate Administrator, Family 
Planning Services, Onondaga County Health Dept., Syracuse, NY 

cood morning and thank you for providing mm with the opportunity 
to talk about iaeues of accsee to haalth care aa it reXaten to 
infant Mortality, tha ralationehip batvaan family planning and 
reducing infant mortality, tha need for fadaral involvement to 
inaura tha availability and quality of aarvicaa and, finally, our 
work with Maw York State council on rood and Nutrition, X would 
lika to provida a briaf hiatorioaX parapactiva on family planning 
in reviewing tha problam of infant mortality in thia community. 
I baliava wa naad to look at whara we com* from to adeguately 
addramm whara wa ara going. 

Family Planning haa bean aaan aa having a critical rola to play in 
tha reduction of infant mortality in thia country ainca 1941 whan 
tha Surgeon Ganaral of tha Public Kaalth Service datarainad that 
fadaral funda all oca tad to local haalth programa could ba uaad to 
f inane a family planning programa. Kowavar, it warn in tha mid- 
19*0 's that a national goal waa mat to inaura tha provision of 
adequate family planning aarvicaa within tha next f iva years to all 
$ h °??^ < ? m«W «<>t afford them. It waa, however, tha 

family Planning Sarvlcaa Amandmant of 1969 to tha Public Haalth 
Service Act and, finally, tha authorisation of Titla x under tha 
Public Kaalth Sarvica Act in 1970 which gava priority to fumiahing 
family planning aarvicaa through categorical programa serving low 
income families. A major priority in tha program than and now waa 
to eeteblieh, expand, and/or improve family planning aarvicaa in 
araaa with high ratea of maternal, perinatal and infant mortality. 

In tha early X9E0 , a our agency, in an attempt to evaluate how well 
we were reaching the "at riek" women in our community, developed 
a ••riam of map* looking at poverty, educational atatua, low birth 
weight, and infant mortality, These maps were developed on city 
census tracta because census tract data could help us track our 
patiants, and give a much more defined picture of whara problems 
exist in a community* Simultaneously, becauae of the population 
that we serve, we were having difficulty in obtaining needed 
referrale for our patients* The majority of our patients in Family 
Planning in Onondaga County fall into the category *f the "working 
poor", meet of whom are uninsured, it became quite obvious that 
it did not mean much to do a cancer teat on a patient if that 
patiant could not afford the needed follow up care if wa found a 
problem. At that point in time tha federal poverty level waa much 
higher than medicaid eligibility in Hew York state. For example, 
a fully of four could be no higher than 65% of the poverty level 
to obtain medicaid, it did not mean much if the facility providing 
prenatal care or the medical center itself is next door to your 
house if you did not have the means of paying for the needed 
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With increesing amount of time being spent by steff attempting to 
work through referrals for patients and our own data reflecting 
growing infant mortality in thia coww lty, va began to alart the 
community* Georgs Christ ie, our program Administrator # and I begen 
to use our mapa of tha community and to talk about tha issues of 
acceee and of growing infant mortality ratea on tha local lavml and 
on tha national leval . Our involvement in working with tha 
county's public health nureing divlalon to write tha first prenatal 
care grant in Onondaga County, called Pregnancy CARE, in the mid 
19*0 *s came about because many of our patients were among those 
waiting for prenatal care. The program provided the initial visit 
for a patient to attempt eerlier access for women by facilitating 
their entry into ax ia ting prenatal programs. Even efter that 
program was funded, both the Pregnancy CARE Program and the Family 
Planning Program continued to eee patients for their initiel vieit 
but they frequently had long waite before their second appointment 
at the hospital. While there are a number of fectorm that might 
account for this delay, including a lack of cliniciens available 
to work in these programs, the exceemive delays became a real 
concern. We begen to tslk less about "early prenatal care* 1 and 
sore about "early and eonMnuoui prenatal care" as the real goal 
for our patients. However , the leek of insursnce available to 
people in our services msant they suffered even more becauss all 
levels of care for them and their families was and la frequsntly 
out of reach. 

I am sura that this committse has heard such about the uninsured 
in this country* Xt ie eetlmated that there are as, 000 people 
uninsured in the Syracuee region which includes Oswsgo and Kadi eon 
Count lee. Am we begen discussing ieeuem of acceee we developed tha 
definition of acceee to care having physical, psychological and 
financial dimensions. Tha definition becomes important eince 
access ie defined in many different ways. (As recently ae six 
weeks sgo in discussing acceee to health care for men in our area, 
a physician told me that men could have accaes to care if they wers 
villing to wsit long enough and the doctors in s particular setting 
would flip coins to see who would mee them.) 

Fifty percent of our patients currently carried on our in-houss 
social service are people who need help in obtaining additional 
medical care* Our agency has fpygftt to retain a eliding ecale that 
goes to aero* We face real problems when referring patients from 
our program because they do not wish to go for services receive 
bills that they cannot pay nor to be demeaned in the process of 
trying to obtain the services which then edd to the etreeeee that 
they already have. Therefore, critical health neede frequently 
continue unresolved unless intervention occurs. 
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There is no queetion that Nev York Stat* ha a, in recent years, 
provided major funda to fill tha gaps for specific aarvicaa which 
hava euffered through federal cuta including family planning 
aarvicaa, pranatal cara aarvicaa, and Medicaid, However, it waa 
tha claftr fadaral guidelinee carefully crafted and forcefully 
monitored by fadaral regional officaa across this nation which 
changed tha manner in which haalth cara was delivered to poor 
paopla in this nation. In tha 1970's there could ba no quaation 
about dafinitiona of accaaa; psychological, financial or physical, 
Tha quality of cara waa palpabla and avaluatad. Agencies, statee 
and regiona which racaivad funds for fadaral program* quickly 
laarnad to dalivar aarvicaa by thoaa standard* or thay did not 
continue to racaiva funds. It was during this pariod that 
mortality rataa in all aga groupa began to daclino. In tha lata 
1970**, along with tha daclina in dollars for haalth cara. a naw 
haalth cara concapt callad "Rarketing" antarad tha haalth cara 
fiald. It was designed to promote haalth care aarvicaa to incraaaa 
tha number of middle class patients to ba soon in federally funded 
programe, Tha concapt was, ideally, to provide more fund* to aerv* 
the et risk population. I believe the inevitable happened; poor 
people end people in need were increeeingly left out of care in 
these programe. To market means to sell? you cannot sell services 
to people, who do not have funds. Human service and haalth cara 
delivery have increasingly attrapted to emulate business practicee 
in making money. That the ultimate goala of each ia different doea 
not seem to bother ua. Rubinstein, Mundy and Rubinstein, three 
social scientists in Syracuse, stated it well at the beginning of 
the argument in the late 1970's, "There is an inherent 
contradiction between the purposes of human service delivery and 
the profit making goal of entrepreneurship. Each has itm place in 
the institutional fabric of a democratic, capitalistic society but 
they are not in the same place. Attempts by one organisation M to 
have it both waye" leads inevitably to systemic conflict. The 
entrepreneur in human services must violate one or the other set 
of principles he purports to combine." 

I pleased to see that in our attempts to ameliorate the 

devastating infant mortality rate in Syracuse we are moving back 
to the community worker concept, in preparing thim testimony the 
state regional nuree told me that I ahould talk to some of the 
newly hired community workers. She told mo the story about some 
of them being sent by one of the programs to visit non-compliant 
cliente. She reported that the workere went out to find that the 
"non-compliant* women were women who had already lost their babies. 
Although I heve great hopes in this community's new attempta to 
deal with the service delivery issues which impact on infant 
mortality, how euccessful they will be will be dependent, at leaat 
in part, on how well we hear what the community worker has to say, 
how quickly we adjuat our programa to meet the needs of the so- 
called "non-compliant woman". 
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Transportation is a major i**u* in this community m OU r 
agency coordinated tha syrscuss sits of th* New Yefk Stats Hunger 
Hatch, a avail pilot study dona by Dr. Victor sidal. Ws became 
involved in ths Kaw York State Hunger Watch study because our 
clinical workers begsn rsporting, particularly on Tridmym, that 
thars vara women in our Femily Planning clinica who had no silk for 
their babiaa ovar tha weekend. Family Planning and othar aganciaa 
in tha Haalth Department and othar member* of tha community formed 
a Kungar Advisory Committsa and vorkad with comsll Univerelty 
grsduata etudente to maasurs and sxamina children coming to tha 
Wall child Clinica in this community. Ths study took placa in two 
Now York eitea? in tha Bronx and in Syracuse. Tha sentinel clinic 
for hunger in syracuaa was on ths northsast (Hawlsy Avenue) araa. 
In looking for factors craating tha problam in Syracusa, lack of 
tranaportation playad a major role. Woman with small childran and 
no fund* hava problem* in getting to marksts, it should ba noted 
that at that time, people used in the study as '•controls* also 
reported hunger evan though their childrsn stay not hsve reflected 
the developmental problem* aasociated with hunger. During the 
period of the *tudy, the Kungar Advisory Committae in the Health 
Department, found the application process for food stamps "mora 
complex than a tax torn*. We also noted that varioua food and food 
supplement programs; WIC, food stamps, free lunch program, and 
school lunch program* needed to have one application process in the 
community* Currently, ths New York Stste Council on Food and 
Nutrition's priority recommendations for 1990 included that the Naw 
York state Department of Health should advocate on the federal 
level for univeraal accass to WIC* As a membar of the 
Acceasibility Sub-committee of that body, I strongly r<*~ommend that 
accese iasues in the area of feeding programa bw carefully 
scrutinized locally, on the state level and nationally. Finally, 
infant mortality across this country and around the world is an 
indicator of the health of a whole people, the health of a nation. 
It fm the signal which informa ua of how well we ere doing in 
caring for our population. it is also the bell-weather of our 
eocietal and cultural problem*, it i* no accident that our nation 
set dif fsrent goals for the 1990 health objectives regarding infant 
mortality for whites and non-white populations* This difference 
is played out in our own community* It is obvious that the infant 
mortality problem that we face is focused in the inner city and the 
black and Hispanic community whs re people are leas able to access 
consistent primary care which could alleviate many health problems* 





1 I u 



BEST COPY AVAILABLE 



112 



Mr. McHugh. Thank you very much, Ms. Cooper. 

Our final witness on this panel is Mr. Thomas Herbek, who is 
the Chief Executive Officer of the Family Health Network of Cen- 
tral New York, and is also Chairman of the Rural/Migrant Com- 
mittee of the Community Healthcare Association of New York 
State. 

We are delighted to have you here as well, Mr. Herbek. I have 
been very liberal in terms of the five minute rule because ail of 
you have had very worthwhile statements to make and I have been 
hesitant to interrupt. But, unfortunately, we are now down to five 
minutes left of the panel's time, and we can stretch that a little bit 
because I am sure we want to ask one or two questions, 

But Mr. Herbek, we invite you, and if you can keep it to five 
minutes, it would be helpful, but I do not want to make a bad rule 
for you, having let everyone else go on. 

Mr. Walsh. Mr. Herbek, if you would just hold up for one 
moment. 

There are seats across the front if anyone would like to come up. 
All across the front there are six or seven seats up here. So please 
come up and fill them. You will be more comfortable. Right here, 
especially on this side. 

Mr. McHugh. Go right ahead. 

STATEMENT OF THOMAS HERBEK, CHIEF EXECUTIVE OFFICER. 
FAMILY HEALTH NETWORK OF CENTRAL NEW YORK, INC.; 
CHAIR* RURAL/MIGRANT COMMITTEE, COMMUNITY HEALTH- 
CARE ASSOCIATION OF NEW YORK STATE, CORTLAND, NY 

Mr. Herbek, Thank you, Mr. McHugh and Mr. Walsh. I appreci- 
ate the opportunity to be here. I would like to set this discussion in 
the context of some general areas that affect rural health as well 
as perinatal care. 

Many people look at the rural countryside and they think that 
living and working here must be really wonderful, something like 
seven days a week of the Waltons. Unfortunately, those of us in 
rural areas have not done the job in getting the word out about our 
particular needs. Some of that is understandable. The New York 
Times has a slightly higher circulation than does the Cincinnatus 
Pennysaver. But some of it is also the clientele we serve in rural 
areas. They do not make the headlines. They are not "special popu- 
lations/' which has been a priority for both federal and state funds 
over the past several years. 

Except for the migrants in some areas, they are primarily white, 
they generally have a place called home, they generally do not 
have AIDS, they generally do not use coke or crack, but still rely 
on old-fashioned beer and whisney. 

But skyrocketing health care personnel costs and an aging rural 
population, combined with increasing rural poverty, mean that 
many will not get quality health care and some will get no care at 
all. 

Rural poverty levels have now surpassed urban levels in the U.S. 
and health care providers are moving out en masse. The U.S. na- 
tional average is 164 M.D.s per hundred thousand population. In 
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rural areas, it is 53 M.D.s per hundred thousand population, or less 
than one-third of the average. 

While 25 percent of the U.S. population live in rural areas, only 
12 percent of the M.D.s and only 18 percent of the nurses live 
there. 

With regard to social and political decisions, when year after 
year, health policvmakers and politicians make decisions based on 
the greatest good for the irreatest number, it means that rural 
people always end up at the back of the line. 

According to the New York State Task Force on Rural Health 
Strategies, rural areas have lower population densities, more elder- 
ly residents below federal poverty levels, lower median incomes, 
and more culturally homogeneous populations than urban areas. 
And in New York State, rural areas have half the number of pri- 
mary care M.D.s per one hundred thousand people, one third the 
number of specialists, half the number of dentists, and one-third 
the number of social workers per hundred thousand people. And 
there are three million people in New York State living in areas 
with fewer than 150 persons per square mile. This means that New 
York State has the sixth largest rural population in the U.S. 

Access is a real problem also. Often health care services are in- 
adequate or unavailable, and access problems are compounded by 
physical boundaries— mountains, lakes— limited transportation, 
and extreme weather. Add to this the instability of rural hospitals 
and EMT services, and it gets worse. 

The current rural health care labor shortage leads to a vicious 
cycle. Frustration and burnout occurs amongst those who serve 
rural areas, many of whom then leave the rural areas, putting ad- 
ditional burdens on those that remain, which discourages new 
health care workers from entering rural areas. 

If a rural community health center or private physician closes 
down their practice, in many rural areas the people lose their only 
provider of health care services. 

In central New York, where I live and work, in 1987, two-thirds 
of the rural service areas were classified as severely acutely under- 
served, and half are designated as health manpower shortage 
areas, with a population ratio of at least 3500 people to one physi- 
cian. 

Many communities rely on a single physician with limited 
backup and adequate OB care is not available in many rural areas 
in this state. Infant mortality in some rural pockets of New York 
State is higher than any metropolitan area. Neonatal deaths in 
rural St. Lawrence, Oswego, Schoharie and Chenango Counties, 
and post-neonatal deaths in Herkimer and Greene Counties are all 
in the highest quartile for New York State infant mortality by 
1987 data. Eight rural counties ranked among the top ten counties 
in infant mortality in this state. And with regard to teen pregnan- 
cies, ten rural counties were among the top 16 counties in New 
York State in 1987. 

The terrain is harsh and distances are tough for both providers 
and patients. In three of the counties that we serve, there is no 
public transportation of any kind. My physicians spend an hour to 
an hour and a half on the road every day between the hospital and 
the health centers. 
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The percentage of uninsured is also higher in rural areas than in 
urban areas in New Yot k State. In all of central New York, one in 
five people \s uninsured* many are unemployed, but many are un- 
deremployed. 

There are several actions that need to be taken to improve this • 
scenario: 

First, we need a fund to enhance the salaries of rural health pro- 
viders, and the National Health Service Corps needs to be expand- 
ed. Although third party reimbursement is based on an idea that ♦ 
labor costs are lower in rural areas, in actuality, the opposite is 
true. Because of the isolation, burnout and lack of support systems, 
we must be competitive with urban areas, and often must pay a 
premium in salary to attract physicians, dentists, physicians assist- 
ants and other professionals who are in demand, especially now 
that the National Health Service Corps is providing almost no new 
physicians. 

Two, we need a malpractice pool to entice OBs and family practi- 
tioners who do OB to practice in rural areas. Our society, and New 
York State, in particular, must decide to help to assure that even 
rural families deserve quality health care. 

In November 1989, we began a Public Health Service of 330 
funded perinatal care program in our rural network of community 
health centers. At the end of the first six months, out of 245 preg- 
nant patients, 51 were teenagers and three were under 15. Almost 
one-half of all patients were in their second or third trimester 
before seeking any prenatal care. And out of 117 deliveries during 
this period, five were under 2500 grams, and there were 16 fetal 
deaths or miscarriages and one neonatal death. 

Third, rural community health centers and private providers 
need to have their Medicare and Medicaid rates actuated upwards 
to reflect the recruitment and retention realities faced in rural 
areas, as well as the loss of efficiencies in rural practices. I have no 
hope of reaching the economies of scale of my urban colleagues' 
health centers. In the mid-1980s, urban centers averaged thirty to 
forty thousand visits, while rural centers averaged only eleven 
thousand visits per year. 

Fourth. I believe that rural experience needs to be a mandatory 
art of any health care training in the U.S. Unless those who enter 
ealth care professions can experience rural practice firsthand, 
many, if nut all, will never consider it as an option. 

We need to expand rural preceptorships to M,D,s, P.A.s, nurse 
practitioners, dentist^ hygienists, and others, and it must be a 
carefully planned requirement of all training programs in this 
country. And medical centers need to offer continuing education 9 
opportunities in rural areas for rural practitioners. 

Fifth, school health clinics need to be established in many rural 
communities throughout the nation. Currently, we are the sole 
rural school-based health program funded by the New York State " 
Department of Health. However, community acceptance has been 
outstanding. In the first year, we have enrolled over 80 percent of 
the students in our four school health centers, and last year provid- 
ed over 1 1 ,000 patient visits with over 40 percent of those visits to 
teens. I believe, and we have shown, that school health clinics can 
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be accepted in rural communities, and there is a dire need for 
them in many communities. 
Thank you very much. 

[Prepared statement of Thomas Herbek follows:] 
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Prepared Statement or Thomas A, Hrrbrk, M B A.. M.Ed., Chief Executive Offi- 
cer* Family Health Network cf Central New York. Inc., Chair, Rural/Mi- 
grant Committee, Community Healthcare Association or New York State, 
Cortland, NY 

- Many paopla look at tha rural country aida and think that 
living and working hara auat ha roally wondarful, 

- mam thing Ilka aavan daya a waak of tha Maltona. 

•* Unf ortunata ly , thoaa of ua in rural araaa hava not dona tha 
ioh in gatting tha word out about our naad«. 

- Sowa of it ia undaratandabla . 

- Tha WY Tfrr* haa a •lightly hlgh«r circulation than doaa tha 
Cittclnnatua Rannyaavar- 

~ But aowa of it ia alao tha cliantala wa aarva in tha rural 
araaa. Thay do not naka haadlinaa. Thay ara not "apaeial 
population*"* 

- Kxcapt for aigrant* in aoaa araaa , 

- thay ara primarily whita* 

- thay ganarally hava a plaea oallad hoaa, 
- thay ganarally do not hava AIDS 

- thay ganarally do not uaa coka or crack, but atili 
raly on old faahlonad baar a whlakay. 

- Ekst akyrookating haalthcara paraennal ooata and an aging rural 
population, 

- coafclnad with inoraaaing rural povarty* naan that nany will 
not gat quality haalthcara, 

- and km will gat no oara at all. 

- Rural povarty lavala hava now aurpaaaad urban lavala and 
haalthcara prcvidara ara aovlng out. 

- Tha UB national avaraga ia 104 MD* a/100 ,000 paopla; 

- in rural araaa it la 53 MD*S/10O,00O paopla. 

- or laaa than ona- third of tha avaraga. 

- Whlla 26% of tha US population llva in rural araaa, only 
12% of tha MD*a» and IS* of nuraaa llva thara. 
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With ragard to aocial and political daciaiona, wh« yaar aftar 

- haalth policy Mkin and politician* inki daciaiona baaad on 
"tha graataat good for tha graataat nu»bar'\ 

- it Dttni that rural paopla alwaya and up at tha back of tha 



According to tha NY. Stata Taak Forca on Rural Haalth 
Strataglaa: 

- Rural araaa hava lowar population danaitiaa, »ora aldarly 
raaidanta balow fmdmrml povarty lavala. lowar wadian inccwaa, 
and oort culturally hoareganaoua population* than urban araaa. 

- And in NY Stata, rural araaa hmva half tha nujobar of priwary 
car* MP* a par 100,000 paopla. 

- ona-third tha nunbar of spacialiata, 

- half tha nunbar of dantiata, 

- and ona-third tha mmbar of aooial workara par 
100,000 paopla. 

- and thara ara thraa million paopla in NY Stata living in 
araaa with fawar than 150 paraona par aquara Alia. Thia la 
tha aixth largaat rural population in tha U.S. 

Acceaa la a raal problan - 

- Oftan haalthcara aarvicaa ara inadaquata or unavailabia. 

- And accaaa problaaua ara ceatpoundad by phyaical boundariaa - 
oountaina or lakaa - liaitad tranaportation, and axtrasa 
waathar. 

Add to thia tha inatabiiity of rural hoapitala and EMT aar- 
vicaa, 

- and it gata worst. 

Tha currant rural haalthcara labor ahortaga Xmmdm to a vicioua 
eye la- 

- frustration and burnout occur amengat thoaa who aarva rural 



- many of whoa than laava tha rural araaa- 

- putting additional burdana on thoaa that ran* in, 

- which diaoouratfaa naw haalthcara workara from antarlng 
rural araaa. 

If a rural ooawanity haalth cantar or privata phyaiolan oloaaa 
down thair pr act lea. In many rural araaa tha paopla loaa thair 
only providar of haalthcara aarvicaa* 

In ©antral NY whara I liva and work, in X9Q7 two thirda of tha 
rural aarvlca araaa wara olaaaifiad mm mmvmrmly acuta ly undar- 
aarvad . 

- and half ara daalgnatad aa Haalth Manpowar Shortaga Araaa. 
with a population ratio of at laaat 3500:1 MP. 

- Tha Radian is ovar 5,000: 1 HD with a ranga up to 
11,000:1 HD in oantral Naw York'a rural araaa. 
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- Many communities rely on a ©ingle physician with limited 
backup- 

- and adedquate OB cars ia not available in many rural areas in 
this state. 

Infant mortality in soma rural pockets of NY State is 
higher than any metropolitan areas. Neonatal deaths in 
rural St. Lawrence, Oswego* Schoharie » and Chenango 
Count ies» and poet neonatal deaths in Herkimer and Greene 
Counties are all in the highest quart lie for NY State infant 
mortality by 1987 data. Sight rura] counties ranked among 
the top ten counties in infant mortality. With regard to 
teen prsgnancies, ten rural counties were among the top 
sixteen counties in NY State in 1937. 

- The terrain is harsh and distances tough - for box, ft 
providers and patients. 

- In three of the counties we serve » there is no public 
transportation of eny kind. 

- My physicians spend an hour to an hour & a half on the road 
every day between the hospital and the health centers, 

* The percentage of uninsured is also higher in rural areas than 
in urban areas in NY State. 

- In all of central NY. one in five people is uninsured; 
- many are unemployed , but even more are underemployed. 

There are several actions that need to be taken to improve this 
scenario: 

1 ) We need a fund to enhance the salaries of rural health 
providere, and the National Health Service Corps needs to be ex- 
panded. 

- Although third party reimbursement is baeed on an idea that 
labor costs are lower in rural areas. 

- In actuality, the opposite is true* 

- Because of the isolation, burnout, and lack of support 
ey st erne, we must be competitive with urban areas. 

- and often must pay a premium in salary to attract MD'a, 
ci**fciMfc«t phyaiolen* assistants end other profeeaionale 
who are in demand, especially now that the National Health 
Service Corps is providing almost no new ph/slcians. 

2) We need a malpractice pool to entice OB's and family prac- 
titioners who do OB to prc.tace in rural areae. 

- Our society, and NY State in particular, must decide to 
help to assure that even rural families deserve quality 
OB oars. 

In November, 1989, we began a Public Health Service 330 funded 
perinatal care program in our rural network of community health 
centers. At the end of the firat six months out o* 245 pregnant 
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patiente, 51 were tt»nigtrt end 3 were undtr age 15. AlRoet 
one-half of all patienta Ktrt in their itcond or third trineeter 
before eeaking any prenatal car*. Out of 11? deliveries during 
thla period. 5 vara undar 2500 grama (low birth weight) and thara 
vara 16 fatal daatha or niectrriagee and ona neonatal daath. 

3) Rural community haalthoantara and private providsre naad to 
hava thair medicare and ©ediceid rataa adjueted upwarde to 
raflact tha recruitment and ratantion realitiee faced In rural 
araae, aa wall aa loaa of afficianciaa in rural practicee. 

- X hava no hopa of reaching tha economies of aoala of *y 
urban oolleaguee* baa 1th centers. 

- In tha nid~80*s urban cantara avaragad 30 to 40 thouaand 
visits* 

- while rural oantara avaragad only 11,000 viaita par yaar. 

4) Rural experiance needs to be a mandatory part of any 
haalthoara training couraa in tha U.S. 

- Unless thoaa who enter haalthoara professions can exparienee 
rural practice firsthand* nany will navar conaidar it aa 

an option. 

- Wa naad to axpand rural praeeptorehips for MD*a» PA'e, 
nuraa practitioners, dentiete, hygieniate, and others 

- and it must ba a carefully plannad requirement of all 
training program in thia country. 

- And medical cantara naad to offar continuing education 
opportunitiaa in rural araae for rural pr act it ionara. 

5) School health clinica need to ba estebliehad in many rural 
communities throughout tha nation. 

- Currently wa are tha eola rural school-baaed health program 
funded by tha Haw York Stats Deptartment of Health. 

- However,, community acceptance has been outetanding. 

- In one year, wa hava enrolled over 00% of tha 

atudanta in our four school haalth centers, and laat yaar 
provided over 11.000 patient visits* with ovsr 40% of thoaa 
visits to teens. 
~ School haalth clinics can ba accaptad in rural areas and 
there ia a dire need for than in many ccmmunitiae. 
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Mr. McHugh. Well, thank you all very much. We have used our 
one hour, but I would like to take just a couple extra minutes to 
give Mr. Walsh and me a chance to spur some comment. 

In terms of our second panel, 1 think I will be tougher to try to 
limit it to five minutes, six minutes at most, so that we do have 
some time for questions and answers. And I would invite any of 
you on the first panel who can stay with us, to do so that you can 
participate in that question period. 

Clearly, the key problem is inadequate and in some cases no pre- 
natal care, and you have all outlined a series of causes of that 
problem, each one of which could take us into a significant discus- 
sion. One of them, clearly, was the unavailability for some people 
of insurance. And, Dr. Meyer, you indicated that New York has 
just passed, the legislature has just passed a program which will 
enhance Medicaid coverage for those with up to 185 percent of the 
poverty line, which is encouraging. 

I gather that there are people who are not eligible for Medicaid, 
that is, over 185 percent of poverty, the working poor who are also 
uninsured, and we have a gap in that particular population. 

To the extent possible, I would be interested in hearing from you 
and others in terms of how we might measure that. Is that a signif- 
icant group of people who are not insured by private insurance be- 
cause their employers do not have coverage for them, and they are 
not eligible for Medicaid even under the expanded basis? So, I 
would like a brief comment, if you would, on that uninsurability 
problem. 

Secondly, on transportation, Ms. Stone, you mentioned that, and 
all of you mentioned that transportation is a significant barrier 
and that is especially true, I suppose, in rural areas, but even in 
urban areas it can be a problem. If a mother has other children 
and is in the late months of her pregnancy, even taking public 
transportation in the City of Syracuse might be a ^ oblem. 

But I was interested in your comment that although the law re- 
quires department of social services to deal with transportation, in 
some cases local rules preclude it. And you mentioned one or two 
of those rules which strike me as silly. If there is a car in the 
family, even if it is being used by one of the parents for work, that 
disqualifies the mother from getting transportation. 

What can be done about that and how pervasive is that problem 
in our local counties? 

I suppose that is enough from me. If you would, any of you would 
like to comment on either of those two problems, and then I will 
ask Jim if he has a comment or a question to ask as well. 

Dr. Meyer. The issue of uninsurability is certainly a difficult 
one, and I do not think we do have a good measure of it now. One 
of the things we have been struck with, with our expanded Medic- 
aid program to 185 percent of poverty for prenatal care, is how 
many of the people who have chosen to participate actually would 
have qualified for Medicaid before, I mean prior to the expansion. 

So, at the moment I would have to say we do not have good num- 
bers. I think that our birth certificates over the coming year will 
be good evidence, at least in terms of prenatal care, as to how 
many women were not eligible for the expanded Medicaid because 
they were above that limit, but also were unable to access any 
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other form of insurance. To date, we do not seem to be finding that 
as far as prenatal care goes. 

The child health insurance programs that I referred to actually 
would enable families to buy in at a low premium whether they 
are uninsured or underinsured even if they are above 185 percent 
of poverty. Again, that has not been signed yet by the governor. 
They are trying to work out some details on it, and so I do not 
know yet what its status is t but that would serve children up to age 
13. 

Mr. McHugh. You did give the amounts that they would have to 
pay. 

Dr. Meyer. Yes. 

Mr. McHugh. But would you repeat those? 

Dr. Meyer. Yes. What I said was that families would have to pay 
between $25 and $100 per year per child. Now, that is specifically 
for families who are under 185 percent of poverty. There will need 
to be decisions made as to what the amount to be paid would be for 
families who are underinsured and are above 185 percent of pover- 
ty. We do not have those numbers yet. 

Mr. McHugh. And this coverage would be comprehensive? 

Dr. Meyer. Comprehensive primary care. At the moment it 
would provide only for all ambulatory services needed. Discussions 
are ongoing as to whether it will pay for hospitalization as well. 

Mr. McHugh. Thank you. 

Ms. Stone, do you want to elaborate at all on that transportation 
problem? 

Ms. Stone. Yes. I would like to comment on that. I think this is 
just one of the difficulties, it is a real example of the difficulties of 
accessing the Medicaid system for these people. I think maybe this 
is a defense mechanism by departments of social services for being 
told that they had to provide a service that maybe they do not have 
the facilities to even provide. Is this their way of limiting the 
number of rides that they are going to give? 

My guess is that we are imposing regulations on departments of 
social services that maybe they cannot even afford to provide and 
we need to look at those things before we say that this is going to 
solve the whole problem for transportation: DSS will provide the 
rides. Well, can they provide the rides? 

And if they can, then I deal with eight counties and each county 
has a different set of rules for how to access Medicaid. I believe 
that we need a standardized system across all the counties. For ex- 
ample, if a patient moves from county to county, she has to restart 
the whole application process over again. There is no transferring 
from county to county because every county has a different set of 
rules. That is my comment on that issue. 

Mr. McHugh. Thank you very much. 

Jim. 

Mr. Walsh. Thank you, Matt 

I would like to thank all of you for taking the time from your 
busy schedules to come in today. But I think this is a very impor- 
tant hearing and it gives us the benefit of your knowledge and ex- 
perience. All have very, very excellent testimony. 

I would like to just note briefly for the record that we have a full 
hearing room today, elected and former elected officials, including 
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our current County Executive, Mr Pirro; the former president of 
the NAACP, Wayne Dunham; doctors, nurses, social workers, 
mothers and fathers. So I think it is a very good representative 
sample of our community. 

Dr. Meyer, you noted that there has been a recent improvement 
in infant survival statistics in New York State. Could you tell us 
what you attribute that to? 

Dr. Meyer. I would like to say that it is due to our increased ac- 
cessibility of prenatal care. I am afraid it is really too early to in- 
terpret that and those data are also provisional. They are 1989 
data, and sometimes we learn more about misfortune after the fact. 
So, I am uncertain. 

But I do think that we are making a difference in terms of in- 
creased access to prenatal care and we know that our PCAP pro- 
gram over the past years of its existence has contributed to a re- 
duction in low birth weight of those families served, despite the 
fact that many families came into prenatal care later than they 
often do under Medicaid. We attribute that to the fact that these 
women often did not know that they would be eligible for prenatal 
care services. So I think with the enhanced accessibility provided 
by Medicaid, meaning that every women who is financially eligible 
will be now be able to access the program, I think we may see even 
earlier entry into prenatal care and hopefully there will be more of 
an impact. 

Mr. Waish. Thank you. 

Dr. Miller, Washington tends to divide resources among many 
different categorical programs. Would it be easier for you on the 
local level if the money came from one source with one set of eligi- 
bility guidelines or regulations. 

Dr. Miller. Yes. [Laughter.] 

Mr. Walsh. Thank you for your concise response. [Laughter.] 
Thank you. 

Ms. Cooper, thank you very much for your testimony. One of the 
things that the harder and longer you look at the data, the statisti- 
cal data, the more you realize that infant mortality rates get better 
and worse for black babies and white babies at about the same 
rate, but the incidents of infant mortality among African American 
babies is much higher always. 

What can we do specifically to address that problem, because I 
think that really is where the major problem lies? 

Ms. Cooper. I think truly that nationally you have to set the 
same standard. I think we are one of the few Western developed 
countries that have people of color that sets one standard for 
whites and one standard for blacks. You set a tone. 

Two, I think you have to look at the issues of poverty, the mini- 
mum wage, and access. They all go together. If you do not have an 
insurance system, a national health insurance system, then obvi- 
ously people who are consistently unemployed, the last to be hired, 
the first to be fired will not get care. I would just like to say that in 
many cases the outreach workers that are being hired back now, 
were let go of in the early 8G's. I know in one instance, of a person 
who was hired 20 vears ago, did a beautiful job but was the first to 
be let go. She has been rehired on little more salary than she made 
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20 years ago. We have to look deeply at our commitments to end 
poverty in this country. 

I mean, we have a commitment in some areas to maintaining 
people at certain levels, and I think we in the health field tend to 
blame the victim. So, that I think there has to be a meaningful 
look at access. But access, as someone else noted earlier,, involves 
much more than iust access to health care. I think we need to look 
at what happened during the 1980s in relationship to our views of 
where our money went, and what was important. You are looking 
at a total societal fabric, but access is very important. 

And I would like to say something in relation to what the gentle- 
man said about rural health care. We have a problem in this coun- 
try with classes, and it is not just racism. It is class. I think that 
the way we view people who do not make it impacts our ability to 
provide care. I said at another hearing that we are the only devel- 
oped country left that demands death for not making it. We think 
that we have to look at how we set our standards nationally in 
order to get a different kind of response on any local level. 

Mr. Wai£H. Thank you. Mr. Herbek, from the rural perspective, 
and I come into this from another committee also, the Agriculture 
Committee, and we are very much involved in that committee also in 
rural health. One of the things that I consistently heard in Washing- 
ton is that we have got to expand the National Health Services 
Corps. And your statement that there are no new physicians coming 
into rural areas through that program, would you like to expand on 
that a little bit, on the National Health Services Corps? 

Mr. Herbek. In our health centers 

Mr. Walsh. I am not sure if v^o many people even know it exists, 
to be honest. 

Mr. Herbek. The National Health Service Corps is a program by 
which physicians have their medical school paid for by the federal 
government, and then owe a certain number of years of service 
afterwards, depending on the amount of loans that they receive. 
Generally, between two and four years of service they then owe, 
and they have to serve that in a designated manpower shortage 
area. 

Since 1972, our organization has used National Health Service 
Corps physicians to provide primary care throughout the rural 
areas, and there are a number of sites that have used these posi- 
tions, not only rural, but it has been equally a rural and urban pro- 
gram. But it has placed physicians in the hardest to place places, 
places that would not have health care without National Health 
Service Corps physicians. 

Last year I know there were over 600 vacancies that went un- 
filled in community health centers across the nation, both rural 
and urban, where physicians who have finished their obligation left 
National Health Service Corps posts and were not replaced. 

The other thing that has happened is that for many community 
health centers when funds are being stretched thin as it is and 
there are no real new funds available, they have had to, in some 
cases, add twenty to forty thousand dollars per physician to get 
new physicians and recruit them and retain the physicians they 
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have after they go off their National Health Service Corps commit- 
ment. 

Mr. Walsh. Do you think there is a diminution of commitment 
on the part of incoming doctors toward rural health, or do you 
think it s a matter that there are fewer physicians coming in f or 
what is it? 

Mr. Hk&bkk. I think it is a combination. I think it is partly that 
there are fewer primary care physicians being put out into the 
system for the number of vacancies. The figures I heard last year 
were that for every physician coming out of a residency program 
last year, they had 11 vacancies to look at. I am not sure how accu- 
rate that figure is, but I think that is the reality that most of the 
physicians felt. They had numerous opportunities. 

I think the other problem with rural areas is that there are some 
specific problems attached to rural areas that you do not have in 
suburban practices. The other problem with a lot of rural areas is 
we do not have the insurance that many urban suburban people 
have. Less than one out of five of my patients are on Medicaid and 
more than two out of five of my patients are uninsured for primary 
care. That makes a real difference in your ability to provide a prac- 
tice in a rural site unless you have some sort of underwriting such 
as we do from federal 330 funds. But those funds are not available 
for private practitioners* and those funds have not increased since 
1980. 

Mr. Walsh. Thank you very much. 

Mr. Hkrbek. Thank you. 

Mr. MeHuGM. Thank you very much, Jim. 

And again, my thanks to all of you on the first panel. If you can 
stay, we would be delighted to have you here. If not t I understand 
and again thank you so much for your contribution. 

Our second panel will please come forward now. We have a little 
over 40 minutes, which is a short time, and I am going to ask our 
individual panelists to try to keep it to five minutes. I will apply a 
uniform rule to everybody on the second panel, and I will tap this 
little gavel at the end of five minutes, and would ask if you could 
try to close within a minute or two after that. 

Our second panel consists of: Cherylene Billue, and correct me if 
I have misstated the name. Miss Billue is a parent and a member 
of the Subcommittee on Infant Mortality for the National Associa- 
tion for the Advancement of Cole red People here in Syracuse. Cyn- 
thia Oimstead is the Director of Nursing at the Syracuse Commu- 
nity Health Center here in Syracuse. Kathleen Murphy is the Ex- 
ecutive Director of the Consortium for Children's Services, also 
here. Dr. Warren Grupe is Professor and Chairman of the Depart- 
ment of Pediatrics, the SUNY Health Science Center here in Syra- 
cuse. 

We thank you all for being with us, and I would very much pro- 
ceeding in the order in which I indicated. And again, if you could 
keep your statements to five minutes, it will give us a chance for 
some informal discussion which is also an important part of our 
program. 

Ms. Billue. 

12D 
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STATEMENT OF CHERYLENE BILLUE, PARENT AND MEMBER OF 
THE SUBCOMMITTEE ON INFANT MORTALITY, NATIONAL ASSO- 
CIATION FOR THE ADVANCEMENT OF COLORED PEOPLE, SYR- 
ACUSE, NY 

Ms. Billue. In Syracuse, the risk to black infants is nearly triple 
that of whites according to the Onondaga County Infant Mortality 
Action Plan. And according to Cheryl Smith, who authored a 
report for the Herald Journal, Herald American, in February 1989, 
following six months of research and writing, she stated that for 
every white baby who dies before age one, two black babies die. 

Now in Onondaga County the emphasis is on infant mortality 
during pre&nancy, not infant mortality as a whole, which leaves 
the mother of infants few, if any, viable resources. In addition to 
low birth weight and late care efforts, other factors compromise the 
infant mortality rate which have not been emphasized. 

There are skull fractures resulting from child abuse, poisonings 
resulting from parents' lack of knowledge of simple safety proce- 
dures, drownings and electric injuries. And according to the Ameri- 
can Red Cross and the American Heart Association, thousands of 
babies die every year due to choking, suffocation, breathing (hsor- 
ders and Sadden Infant Death Syndrome, much of which could be 
prevented if parents were taught infant-child CPR. 

In Onondaga County, finding a doctor to treat a sick child may 
be beyond the capability of a po^r mother, because so few doctors 
are willing to provide treatment for the amount that Medicaid 
pays. In 1987, for example, that was $16 per visit. 

Babies of poor families are also at high risk because most of On- 
ondaga County's private obstetricians refuse to care for pregnant 
women who are on Medicaid. As of July 2, only two private obstet- 
rical groups accept Medicaid, two private groups contract with the 
PCAP program, Pre-natal Care and Assistance Program, and only 
three private obstetricians and one private family practice group 
have shown interest in the new PCAP program. 

For the rest of the county, currently there is only one private pe- 
diatrician who accepts Medicaid, but that is in North Syracuse, and 
only for patients who live in that area. Of the dozen or so pediatri- 
cians whom we contacted, a few said that while they do accept 
Medicaid, they are currently at capacity and cannot say when they 
will be able to accept new patients. According to the Herald-Jour- 
nal series of Cheryl Smith, some health professionals have suggest- 
ed that some doctors do not want black people or poor people in 
their plush offices. Other doctors, already reeling from malpractice 
insurance rates, believe that the poor are more likely to sue, ac- 
cording to a national study. , 

Now, this limits health care for the poor and uninsured women 
to the Syracuse Community Health Center, the clinics at SUNY 
Health Science Center and St. Joseph's Hospital Clinics, as the 
only prenatal and newborn options available for such a large popu- 
lation. AH three facilities have been so swamped that sometimes 
women who call for appointments early in their pregnancies were 
not seen until their second trimester, and many were subjected to 
long hours in the waiting rooms and discourteous and uncaring 
doctors. Many had small children that had to be in the examina- 
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tion room because the clinics do not have child care facilities for 
patients, and poor mothers cannot afford to pay baby sitters each 
time they have an appointment. 

Following the loss of four children during pregnancy, and the 
near loss of two others because I did not knew infant-child CPR, I » 
became deeply involved with the problem of infant mortality, espe- 
cially as it pertained to the child s first year of life. Since Decem- 
ber of 1989, I have been deeply committed to finding solutions for 
this devastating problem, and I have come to the realization that • 
there are not enough programs that address mortality during the 
child's first year of life. 

Since that realization, I have tried to educate as many inner-city 
mothers as possible on all aspects on infant mortality, and I have 
tried to bring an infant and child CPR program with basic parent- 
ing education to as many communities as possible. With most of 
my help coming from the Syracuse Housing Authority, and the On- 
ondaga County Health Department Emergency Medical Services 
Bureau, some small progress as been made, but much remains to 
be done. 

In May of this year I learned of the NAACP's interest in re- 
search in the area of infant mortality and subsequently I became 
affiliated with the subcommittee working on the issue. After many 
hours of studying records and reports from a variety of sources, the 
committee has developed a list of recommendations which it feels 
must be incorporated in any comprehensive program to reduce and 
eventually eliminate infant mortality in this community. They are 
as follows: 

Require mandatory education and training for pregnant mothers 
in infant and child CPR, incorporated with a basic parenting and 
life skills program; 

Make an infant and child CPR program available to all mothers 
in the community, on a sliding fee-ability to pay basis, if necessary; 

Arrange and provide transportation for pregnant mothers on 
Medicaid who have more than one child under the age of three for 
whom at home care cannot be provided; 

Provide child care in the home, where possible, or at a facility if 
necessary, so that mothers can meet with their physicians private- 
ly; 

Discontinue the arbitrary practice of penalizing mothers by cut- 
ting off welfare and Medicaid for missed appointments, and investi- 
gate the reasons to determine if they are capricious or valid; 

Increase Medicaid payments to the physicians to a rate more 
compatible with private insurers, and strongly encourage private 
physicians to accept Medicaid patients; * 

Institute a Federal Insurance Plan for working mothers with 
income below the poverty level, whose employers do not offer 
health insurance; 

Establish community-based outreach health precincts staffed * 
with appropriate service personnel, including a nurse, nutritionist, 
home economist, medical technician, outreach worker, to provide 
information, education and health-related services; 

Notify all prenatal clinics that discourteous service and improper 
treatment of any patient will not be tolerated, and that any com- 
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plaint of this nature will be thoroughly investigated by the appro- 
priate government people. . 

Now, as I said before, I have been involved with this since, 
deeply involved since 1989. But my two children, one stopped 
breathing due to SIDS and one choked. I did not know infant and 
child CPR. I was on welfare. I could not afford to pay the $35 to 
pay for the course. And then I found out that a lot of other people 
had that problem, especially where I live in the inner city. We 
have a lot of people who do not have phones. We have a lot of 
peode who have more than one infant, infants up to one year. I 
have taken people into my home. I have escorted them. I became a 
baby sitter for them so they could get to appointments. I have pro- 
vided bus fare, when necessary. I have helped them get Medicaid 
cards. I have called their social workers, if they were cut off. I have 
called their doctors. 1 have even helped them report doctors who 
treated them nasty or, you know, just medically unethical. And it 
has got to stop, it really does. . x 4| _ 

If you would come to the inner city and see the pride that these 
people have when it comes to their children, you will see exactly 
what I mean. You have mothers who when a child has a burn, put 
butter on the burn. They do not know simple safety procedures. 
They are not being taught simple safety procedures. 

When my daughter was born at St. Josephs Hospital, before 
they let me leave the hospital I had to sign up to take a banc par- 
enting class which taught me how to w.ap up the baby so I would 
not suffocate her when it was too hot. They taught me also how to 
bathe the baby properly so that the head did not fall too far back 
and water didn't get down into her throat- They also taught me 
what to do in case of choking. They teach you, to not lay the baby 
down on the side and feed the bottle because that causes ear miec- 
tion. It runs from the ear to the nose to the throat, which can get 
worse. They taught me a lot of things. They also made it mandato- 
ry that before I left I had to have a car seat, and things like that 
have to keep being instituted. It might have to be said over and 
over and over again. But I have two healthy children now, and I 
know infant and child CPR now, because I caused such a fuss with 
not having the money to learn it and it should be something that is 
readily available. If 500 non-rescue personnel can be authorized to 
have this course for free, adult CPR, then parents should have 
training too. We have the higher percentage of deaths. 

Mr. McHugh. We are going to have to wrap up, I am afraid. 

Ms. Billue. In 1987, we had 85 deaths in Onondaga County due 
to infants after being born, including Sudden Infant Death Syn- 
drome, congenital abnormalities, certain conditions originating m 
the perinatal period, and upper respiratory infections, and then 
there were other causes of deaths. But that is a total of 85 children 
dying in 1987. 

[Prepared statement of Cherylene Billue follows:] 
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NAACP testimony on infant mortality 

"INCOME AND COLOR TRANSLATE INTO DEATH AND DISEASE IN 
ONONDAGA COUNTY." 

Tha Infsnt. Mortality Rata, {IMR), la uSuslly iNpriitPd 
aa th# numbar of infant daatha par thouiind liva birth*, and 
ia tha ksy indicator of community haslth bccauaa it moaauraa 
tha haalth of th« moat vulmnbli itgmtnt of any population. 

Tha IMR in Syracuaa is highar than that of 27 citiaa of 
comparabla aiza, and among Black* tha IHH ia diaturblngly high 
at 27.4 daatha par thQuaand liva birtha during 1981-1987. 
Comparad with 18 largar citiaa, including Naw York, Boston, 
Chicago and Oatroit. Syracuaa has tha highsst Infant Mortality 
R*ta of tham all 1 In Syncutt th« riak to Black infanta ia 
naarly tripia thSt of whitaa, according to Charyl I ma Ida 
Smith, mho r BBB archad and authorad a rtport for tna Hmrmld^ 
Joumal/Harald-Amarican on tha aubjsct of povarty and dUoase 
in Onondaga County in Fabruary 1939. Following mi* month* of 
rasasreh aha dtacovarad that for mvmry White baby whQ dieQ 
bafora a g* ona t two Black btblfta dla. 

But tha amphaaia in Onondaga County ia on infant mortality 
during pragnancy . not infant mortality a *hola. which | Pavtf u 

mothara of infanta faw if any viabla reaourcaa. In addition to 
low birth waight and lata afforta to acoaaa cirt, othar factor* 
that compriaa tha 1MB which hava not baan amphaaizad art* akuH 
fraeturao raaultlng from child abuaa , poiaoninqa raaultin Q 
from ignoranca of aimpla aafaty procaduraa , drowning and B l fiC - 
tricai inj.riaa. According to tho Amarican Rad Croaa and th<* 
Amarican Htart Aaaociation, thouaand* of babioa dio avary y<? ar 
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from choking, suffocation, breathing ditordan nnd Sudden 
Infant *Oeath Syndrome , much of which ©ould bo prevented if 
paranta wmt taught Child or Infant CPR, 

According to tha sariea of articlaa by Cheryl Smith, if 
you have a sick infant in Onondaga County, finding a dactar 
to treat the child may ba beyond tha capability of e poor 
mothtp, because ao few doctora ara willing to provide treat- 
ment for tha amount that roedicade pays. In 1987, for example, 
that was $1S.00 par visit, whereas aoma private insurance 
companies paid anywhere *Vom $30 to $BQ.QQ for the same services* 

Many babies of poor families are born ill because thuir 
mothers do not know tha importance of proper core during prcrj- 
nancy, or cannot afford it. Although New York's medicaid 
benefits are said to ba among the moat generous in the country, 
this system denies good health care along the lines of cUicc 
and race according to Smith. Even with social factor*, filtered 
out, she states, a racial diaparity remains in the infant mort- 
ality death toil in Onondaga County. 

People are falling through the cracks. Poor working mother r, 
whose incomes ara below tha poverty level, earn too much to 
qualify for medicode, but have jobs w » th no insurance cover,»nc . 
and consequently cannot pay for the increasingly high casto of 
medicel care. Thus they hove few, if any, options. Babies of 
poor families are also at high risk of death because most of 
Onondaga County's private Obstetricians refuse to care for 
prerjnant *omen who are on medicade. 

As of July 2, only two private obstetrical group? accept 

med i cade , and two private obstetricians contract with tne» f) fAP 
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(Pre~netel Care and Aaaiatanee) Program. And only three private 
obititr id i mi and one private f ami 1 y practice group hav* 4ho«rn 
eny intereat in the new PCAP Program, 

Ae for the reet of tha County, there iw only one private 
pediatrician who accept* medicaid, but th**x i* in North Syracuse, 
end only for pat i ante who 1 i v« in that arre » Of the dozen or »o « 
pediatrician* whom we contacted , e few aaid that while they do 
accept medicaid they are currently at capacity unci cannot say 
when they will b» able to accept new* patiente. According to the 
Herald~ Journal aeriee by Charyl Smith, aonte health p^of etc* i one i « 
have euggeeted that eoma doctor a do not want Black people or 
poor people in their plu»h offieee. Other doctor*, already 
reeling froa Malpractice ineuranca rates, believe the poor art* 
man likely to eue » according to a netlonel etudy. 

Thet iimite the haelth Cere fo»- poor uninoured women to 
the Syrecuee Caismunity Heelth Center. 5UNY h'eelth Scionce 
Center Clinic, end St. Jo*eph*e Moepitol Clinic, a* the only 
pre-*natui and newborn option* available for auch <i large popu- 
letion. All three feollitiaa have usually been wo ewOmped that 
eometimee women who celled for an appointment early in their 
pr*Qnenciee w*re not »e*n until their eecond trintoter. And 
then meny were eubjected to long hour* in waiting raon.e end 
diecourteoue and uncaring dactors. Many h«d fcmall children 



PCAP pays for pre-neta.* care, toeting, poet-p*/*tum and delivery 
fee* for bother* who can't get rnedicede, end whoue income ic at 
or below 1S5% of the poverty level , The New PCAP else eovere 
hoepitei labor and del i very .fees , while the Qnondeg* County 
Depertment of Health provide* eotreeeh and education. 
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that had to be in the examination room bacauss the el Inicr. do 
not have child cars f4ci 1 itias for patieatfi , and poor mothoro 
cannot afford baby alttert, 

Following tha lots of four children during preon^ncy , unci 
thi near loss of two others because I did not know Infunt of 
Child CPR, I became deeply involvad with the problem of infant 
mortality, especially ai It pertains to the child*© first ycaf 
of lifa. Since December of 1989 I have been deeply committed 
to finding solutions to this devastating problem, and have come 
to tha realization that tharo aro not enough programs that 
nddretr. mortality due i hq the child's first year. Since th.»t 
realization I hove tried to educate mm many inner city mntnnf. 

passible on all aspects of infant mortality, and hnvt; tried 
to bring Infant and Child CPR programs, and bofiic pflrt'nt jhm 
education to as many communl'wieo as possible. With the he I p of 
the Syracuse HQusino Authority, and tho Onondaga County Mr.it tn 
Department Emergency Medical ServicBB Bureau, some umal 1 prnijre« 
has boon made, but so much rcmoine to be done. 

Indigent and working poor mother* require many uorvai-s, 
some of which ere available in tho community, although many wit- 
not aware of it. In addition to health care, many require food, 
furniture, baby sitters, escorts to aasnoiee, and Swan ll> my 
quarters. I huve triad to provide assistance in theoe ore.». tn 
the beet of my own limited resources, but the need exceed*. Thr 
capabilities of any one person. 

In May of tr i s year I learned of the MAACP's intercut ,ind 
research into the ereo of infant mortality, and aub&cqut-n t ! y 
became affiliated with the Oubroffim i ttee working on thfr > 53uf . 
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Aft«r «any hour* of study ihg rtcardi end riporti front * variety 
of touroii , the oomnitttt has developed a list of rtcoRim«nd«- 
tione which it feele must be incorporated in any r.omprthcnsive 
pr Di,~am to raduoa and eventually eliminete infant mortality in 
thie community . Thay mrm mm f oi Iowa : 

* Require mandatory education and training for 
pregnant aothere In Infant and Child CPR, 
incorporated with a baeic parenting and life 
ik i 1 la pr oflr em ; 

» Make an Infant and Child CPR program available 
to ail mothera in tha community, on a elid~ 
in© fee-ability to pay baaia if nacaaaary; 

$ /krrmnvm and provide treneportation for preg- 
nant mothera on Medicaid who have mora than 
one child under the age of three for whom 
at home cera cannot be provided; 

* Provide child cere in tha home where poesible* 
or at tha faoi 1 i ty If naoaeaary , ao that 
mother*, can meet with their phyaiclana 
privately ; 

* Oieeontinue the arbitrary practice of penal- 
izing mothere by cutting off welfere end med- 
icaid for aieeed appointment* , and invaati - 
gate the raaeone to determine 15 they are 
cepricioue or vel id; 

$ Increeee Mediceid peymenta to phyaiciene to 
a rate mora compatible with private ineurerc, 
and itponflly encourage private phyaiciane to 
ecoept Medicaid pet i ante ; 

$ I net i tut e e Federal Inaurmnea Plan for work- 
ing mother* with income below tha poverty 
level, whoee employera do not offer health 
i neurence j 

»> Eetebl ieh eommuni ty-beeed Out reeoh Hee 1 th 
Precinct* eteffed with eppropriete aarvice 
pereonnel , including a nurae, nutritionist, 
home eeonomiet, mmdicel technician, out* 
raech worker, etc., to provide informetian, 
educetion end heelth related eervicee; 

* Notify all pre-natal clinica that diecour- 
teoue eervice end improper treatment of 
any patient will not be tolerated, and that 
eny comoloint of th i e nature will be thor- 
oughly investigated, and appropriate action 
taken if werranted; 
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* Olacontinua the inherent eleea mnd racial 
factor* which inordinately contribute to 
tha prematura death* of all the infanta 

in our community; 

* Review all Mediceid peiiciea to determine 
what othar iaprcjvawanta can ba madt to 
corract tha Flagrant imbalanca in thia 
eyatem. 

On bahalf of tha NAACP I would Hka to expraae our thank* 
and appraoiation to Congreaeman Jemae Walah for his initietive 
In recognizing tha aarioua ma0nituda of infant mortality in our 
community, and to Congreeamen Oeorge Miller, For hia understand- 
ing and Foreelght in convening thia Firat field hearing here in 
Syracuaa whara tha Infant Mortality Rata ia ona of tha highest 
in tha nation, comparing unfavorably with many underdeveloped 
countr law . 

Urn ere hopaful that through tha continued leadership and 
commitment of thee* man and thia committee, eignificant strides 
will ba made to erredicate infant mortality within the not too 
distant future. 

Thank you for allowing us to mddrmmn you. 

(Mrs) Cherylena Billuo 
Praaanter 
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SUKMAAY OF CQW7T HEALTH DATA TABU li 
RMXDEHT INTANT DEATH LIST 
OMOKDAQA CQUWTY, NT 

BMan or ftgnTnctrr TMrAwr p r yra< tm ia*7 

CAUSE OP IjRATH 

Sudden Infant Death Syndrome 10 
Congenital Anomolies (includes Spina 

Bifida and others) 19 

Cartain Condition* Originating in the 

Perinatal Period (includes Birth Trauma 

and others) 33 

Diseases of the Upper Respiratory Tract 

(includes Pneumonia, Bronchitis and Influenza) 

and other Pespiratory Problems After Birth Not 

otherwise specified (include* Apnea) 7 

All Other Causes of Death jj^ 

Total Infant Deaths. All Causes 85 



source; New York State Department of Health, County Health Tables. 



Prepared By: Onondaga County Health Department, Bureau of 
Surveillance and Statistics 



Appendix I 



13.) 



185 



Cauata of Infant Dtatht 
Onondaga County Raaldents, 
' 1981-1985 



Black NtonnUl 
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INFANT DEATHS DUE TO SlDS AND OTHER UNKNOWN CAUSES BY PERIOD OF INFANCY AND RACE 
ONONDAGA COUNTY, NEW YORK, 199M9S7 



PERIOD 



RACE 
Whde Stick 



Neonate! 

Number 1 4 I 

Percent 5 ?% ' OS 



PottMonttal 
Nvmfter 49 30 

Percent 4t 3% 45 8% 



Percent » Percentage of Totti Category- Specie ffrfent Deattis 



Prepwetf &y OnoncU gt Courtly He»fth Deptrtmenl Bureau qf Swveidence tnd Stmtic: 
0»t» Source New York SWe Health DeSarfment Swrew oi Vital Steuitic* 
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Mr. McHugh. Thank you very much. Congratulations as well for 
taking some initiative on your own as an individual citizen to help 
other people in your community. I think it is a wonderful example 
for others who can make an impact just based upon their own initi- 
ative and idealism* 

Our next witness is Cynthia Olinstead, who is the Director of 
Nursing at the Syracuse Community Health Center here in Syra- 
cuse. 

Ms* Olmstead. 

STATEMENT OP CYNTHIA OLMSTEAD, DIRECTOR OF NURSING, 
SYRACUSE COMMUNITY HEALTH CENTER* INC., SYRACUSE* NY 

Ms. Olmstead. Thank you. 

A heightened awareness and a sense of urgency has spread 
throughout the community of Syracuse and Onondaga County. Pro- 
fessional and lay persons are asking the question— Why is the 
infant mortality rate in our county so high? In trying to reply to 
this question one is inevitably forced to address, along with many 
other issues, the issue of access to health care* 

My experience with this problem has primarily been through 
working with patients at the Syracuse Community Health Center 
for the last six years* The health center is located in downtown 
Syracuse and includes in its patient population a number of pa- 
tients at high risk for infant mortality. While working as prenatal 
coordinator, women often share with me the difficulties they have 
with obtaining health care* I will share some of these difficulties, 
some of the ways we at Syracuse Community Health Center are re- 
sponding to the problems and some barriers the center faces in pro- 
viding care. 

One of the most frequently heard problems has been transporta- 
tion. A majority of our patients travel by bus. Even though we 
have a fine public transportation system, it becomes problematic to 
use when you are eight months pregnant, must walk to the bus 
stop in the rain or snow and have another small child walking with 
you or being carried by you. Through working with the CMCM pro- 
gram, it has become possible to offer patients more assistance with 
transportation, but we still have a ways to go. 

Patients have also told me they cannot keep prenatal appoint- 
ments because they have too many other appointments to go to. 
They may have to recertify for public assistance* pick up WIC cou- 
pons and meet with other social agencies. Needless to say, putting 
food on the table and having money to live with take a priority 
over keeping a prenatal appointment. The Center is working to 

Srovide as many of these services on site as possible. For example, 
oing presumptive eligibility and initiating WIC 
La ng uage has also been a barrier to care. Syracuse has a growing 
Spanish-speaking community. Women will often come to appoint- 
ments with a translator and the facilities have limited numbers of 
Spanish-speaking personnel to be jf assistance. This results in a 
visit which can be frustrating for both the patient and the provid- 
er. Appointment keeping becomes very erratic because of such situ- 
ations. I have to wonder also how many women may not be seeking 
care at all because they cannot even make a contact for their ini- 
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tial appointment due to a language barrier. While we continue to 
make effort* to recruit and maintain bilingual staff, resources are 
limited to support staff only to be available for translation. 

Many patients who are late entrants to care have told me they 
were undecided about their pregnancy initially so they did not seek 
care. Their initial visit is often in their second trimester. We have 
intensified our educational programs in family planning in the im- 
portance of care. 

The drug problem and domestic violence are also barriers to care 
which I have seen increase in the past years. Women using drugs 
often just don't have the ability to get into care, or are afraid to 
seek care because of the consequences they fear they will encoun- 
ter. Unfortunately, there has been limited facilities to provide serv- 
ices for women on drugs. At the health center we do have a coun- 
seling program for substance abusers. Our program will meet with 
women right at the time of their visit and help arrange necessary 
services. However, if women need inpatient treatment, they have, 
at times, bad to go long distances from home. There is a real need 
for more services for users of drugs, a heightened sensitivity for 
those on drugs and more preventive efforts. 

With domestic violence, I have experienced women who were ab- 
solutely forbidden to receive care by their partners. Often they are 
too embarrassed to come in for their appointments because they 
are bruised. Again at the Center we do nave a program to assist 
victims of domestic violence, but many women choose not to 
become involved. These women often have very sporadic medical 
care. Our facility hopes in the future to address the problem more 
fully by looking at increased treatment for the batterer. 

One other barrier I need to mention is the ability of women to 
get an appointment into the health system. Women are constantly 
urged to make appointments as soon as possible, but then they 
have to wait three or four weeks for their first appointment. While 
there are several reasons for this delay occurring, I will mention 
two. 

One is the need for more providers, both physicians and mid 
level. The second reason is the need to decrease the no show rate 
for appointments. A vicious circle has been created. People, due to 
barriers to care, miss appointment*. Even with the overbooking of 
appointments, times are left vacant and appointments go unused. 

The Center works to resolve this problem by having persons do 
reminder calls and working to educate persons on the importance 
of continuous care. 

Some barriers I have not mentioned are child care and fragmen- 
tation of medical care. The health center provides free child care. 
Also, since there are laboratory, pharmacy, sonography, and fetal 
monitoring services on site, women can receive their medical care 
in one place— the so-called "one stop shopping." This has really 
made an impact on more continuous care being received. 

We have been able to arrange for WIC to be on site, but only for 
the patient's entry into the system. In the future we would like to 
see WIC coupons issued as a part of the prenatal visit. 

Recently, we have also been working with the Department of 
Social Services on the CMCM program, Comprehensive Medicaid 
Case Management, and have taken the initiative to serve as lead 
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agency for this program. The pilot project has placed a community 
worker in our health facility and others in the city. These persons 
go directly to the client's home to find out what the problem is 
with their accessing and continuing care. They then work with the 
patients to overcome barriers, and help them become more self-suf- 
ficient in the future. Their services might include arranging trans- 
portation, assisting with child care arrangements, or coordinating 
appointments. It is also offering the patient a defined person from 
the community who is saying I care about helping you get care and 
have the time to help you work through the barriers. 

One thing I have found especially frustrating working with pa- 
tients was the limit of time to deal with the non-medical issues. 
Also, T think a person going to someone's home will get a better 
assessment of what the needs might be. 

Our Center has begun a mentoring program to match pregnant 

Mr. McHuoh. Ms. Olmstead, I am sorry to interrupt. I know you 
have a little bit more in your statement, but I do want to stop at 
this point, if I may, and we will come back. I know the mentoring 
program is one you were just getting to, and perhaps we can talk 
about that a little bit in the question and answer period. 

Ms. Olmstead. All right. 

[Prepared statement of Cynthia Olmstead follows:] 
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PfcKftUUED Statement or Cyntkia Ouotuo. Dnwcro* or Nuirao, 
Sybacuw Community Health Cento, Inc., Syeacuss, NY 

A hefghteffed awareness and a sense of urgency have spread 

throughout the community of Syracuse and Onondaga County. 

Professional and lay persons are asking the question - Why is 

the infant mortality rate in our county so high? In trying to 

reply to this question one is inevitably forced to address, 

along with many other issues, the issue of access to health 

care. 

My experience with this problem has primarily been through my 
work with patients at the Syracuse Community Health Center 
for the last six years. The Health Center is located in 
downtown Syracuse and includes in its patient population a 
number of patients at high risk for infant mortality. While 
working as prenatal coordinator, women often share with me 
the difficulties they have with obtaining health care. I will 
share some of these difficulties* some of the ways we at 
Syracuse Community Health Center are responding to the 
problems and some barriers the Center faces in providing 
care. 

One of the most frequently heari problems has been 
transportation. A majority of our patients travel by bus. 
Even though we have a fine public transportation system, it 
becomes problematic to use when you are eight months 
pregnant, must walk to the bus stop in the rain or snow and 
have another sma 11 child walking with you or be i ng carried by 
you. Through working with the CMCM program it has become 
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possible to offer patients more assistance with 
transportation. 

Patients have also told me they cannot keep prenatal 
appointments because they have too many other appointments to 
go to. They may have to recertify for public . ;sistance, pick 
up W1C coupons and meet with other social agencies* Needless 
to say putting food on the table and having money to 1 ive 
with take a priority over keeping a prenatal appointment. The 
Center is working to provide as many of these services on 
site as possible, for example doing presumptive eligibility 
and initiating W1C. 

Language has also been a barrier to care. Syracuse has a 
growing Spanish speaking community. women will often come to 
appointments without a ranslator and the facilities have 
limited numbers of Spanish speaking personnel to be of 
assistance. This results in a visit which can be frustrating 
for both the patient and the provider. Appointment keeping 
becomes very erratic because of such situations. I have to 
wonder also how many women may not be seeking care at all 
because they cannot e en make a contact for their initial 
appointment due to a language barrier. While we continue to 
make efforts to recruit and maintain bilingual staff, 
resources are limited to support staff only to be available 
for translation. 
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Many patients who ,*re late entrants caw ^avo told ne the) 

were undecided about their pregnancy initially so did not 

seek care. Their initial visit is often in their second # 

trimester. We have intensified our educational programs in 

family planning and the importance of care. m 

The drug problem and domestic violence are also barriers to 
Care which I have seen increase in the past years. Women 
using drugs often just don't have the ahility to get into 
care, or are afraid to seek care because of the consequences 
they fear they will encounter* Unfortunately there has been 
limited facilities to provide services for women on drugs. At 
the Health Center we do have a counseling program for 
substance abusers. Our program will meet with women right at 
the time of their visit and help arrange necessary services* 
However, if women need inpati-nt treatment they have at times 
had to go long distances from home. There is a real need tor 
more services for users of drugs* a heightened sensitivity 
for those on drugs and more preventive efforts. 

With domestic violence I have experienced women who were 
absolutely forbidden to receive care by their partners. Often 
they are loo embarrassed to come in for their appointments 
because they are cruised. Again at the Center we do have a 
program to assist v il L nri^ of domes* tic violence, but. nan/ 
women choose not to become involved. These women often have 
very sporadic medical care. Our facility hopes in the future 
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to address the problem more fully by looking at increased 
treatment for the batterer. 

One other barrier I need to mention is the inability of women 
to get an appointment into the health system. Women are 
constant ly urged to make appointments as soon as possible , 
but then they have to wait three or four weeks for their 
first appointment. While there are several reasons for this 
delay occurring I will mention two* One is a need for more 
providers at the Center - both physicians and mid level. The 
second reason is a need to decrease the no show rate for 
appointments, A vicious circle has been created. People, due 
to barriers to care, miss appointments* Even with the 
overbooking of appointments, times are left vacant and 
appointments go unused. The Center woi t;s to resolve this 
problem by having persons do reminder calls and again working 
to educate persons on the importance of continuous care. 
Some of the barriers to care I have not mentioned are child 
care and fragmentation of medical care. The Syracuse 
Community Health Center provides free child care for its 
patients. Also, since there are laboratory, pharmacy, 
sonography, and fetal monitoring services on site, women can 
receive their medical care in one place - the so called "one 
stop shopping". This has really made an impact on nore 
continuous care being received. We have been able to arrange 
for W1C to be on site, but only for the patient's entry into 
the system. In the future 1 would like to see WIC coupons 
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issued as patt uf 3 pivnutul visit* Recently we have als? 
been working with the Department of Social Services or. the 
CMCM program (Comprehensive Medicaid Case Management) and 
have taken the initiative to serve as lead agency lor this 
program. This pilot project has placed a community worker in 
our health facility and others in the city. These persons go 
directly to the client's home to find out what the problem is 
with their accessing and continuing care. They then work with 
the patients to overcome barriers, and help them become more 
self sufficient in the future. Their services might include 
transporting the patient to their prenatal appointmenc , 
assisting with making child care arrangements, or 
coordinating appointments to„ make sure someone does not need 
to be in two places at one time. It is also offering the 
patient a defined person from the community who is saying I 
care about helping you get care and I have te time to help 
you work through the barrier that keeps you from getting 
care. One thing I have found especially frustrating in 
working with patients was the limit of time to deal with the 
non-medical issues. Also, 1 think a person going to someone's 
home will get a better Assessment of what the needs might be* 
Ovr Health Center has also begun a mentoring program to match 
pregnant teens with women from the community. They will 
maintain contact through the last trimester of pregnancy and 
the first year of the baby's life, encouraging them to keep 
app?: r.tmentr. a-^d acting as role models. Th*s program is also 
an attempt t o be a bricking mechanise between prenatal and 
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jituitiu c.ire. I :elicve fere Las been .1 lack of entasis 
in this community on the inportance of pediatric care. One 
can provide the best prenatal care, but if a person has no 
parenting akill3 or cannot L»ring thoir baby in for regular 
checkups, only half ol the problem has been addressed. 

In all, we offer a comprehensive quality health program and 
are constantly looking at ways to decrease the barriers to 
care, but a 1 mentioned Wl also have barriers to providing 
care. We have a program which was shown by a study in 1989 to 
have a low birth weight rate below other providers. However, 
our program can only be available to as many persons as our 
providers can see. We at the Center have a need lor more 
physicians and mid-level providers. Secondly, there is a need 
tor an increased realization that preventive programs and th.« 
staff to offer them are a necessity. Ideally women would 
enter ptegnancies that art* planned in the best ports 1 bit* 
health. It takes time and staff to educate persons to the 
importance of prenatal care, to (lie need for pediatric care, 
to ways tn remain healthy between pregnane ies. I can envision 
a program where waiting times for patients are used as 
education sessions rather than wasted time. Again the need 
for increased medical and preventive services. It is our goal 
to continue to provide our services to our patients and to 
develop additional meanrs to improve our program to meet, out 
pat 1 en t s need!! . 

In cone I ..s ior, , I w.ulii ! 1 k*' t o say thai 1 strung!; believe 
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our community will see this problem reverst*. do so *v must 
continue to realize that infant mortality is not only a 
medical problem, but also a social one. The emphasis should 
include pediatric care and parenting. The community must 
listen to the patients. My concern is that as a community 
work together quickly enough with definitive action and most 
of all let us be creative and efficient but let us not 
duplicate efforts, lets build on programs that work, I am 
confident that our program at Syracuse Community Health 
Center has proven and will continue proving that it works. 1 
am confident that our coordinated* patient oriented efforts a 
the Center and within this community will help to assure more 
babies survive* 
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Mr. McHuoh. Our next witness it Kathleen Murphy, who is the 
Executive Director of the Consortium for Children's Services. 

STATEMENT OP KATHLEEN MURPHY, EXECUTIVE DIRECTOR, 
CONSORTIUM FOR CHILDREN'S SERVICES, SYRACUSE, NY 

Ms. Iukphy. Thank you very much. I am very pleased to be here 
today to discuss the work that the consortium does in preventing 
infant mortality by enabling parents to fulfill their essential role 
in the healthy development of their children. 

We believe very strongly that giving parents skills and resources 
to nurture their children is a key component in a comprehensive 
strategy to lower the infant mortality rate, particularly during the 
first year of life. The post-neonatal period, from one month to one 
year of life, is of special concern in Syracuse because the post-neon- 
atal infant mortality rate is so much higher here than nationally 
or statewide, and it is rising. For African American teenagers in 
the City of Syracuse, the post-neonatal rate is now higher than the 
neonatal rate— a situation that is usually only seen in developing 
countries. That rate is often thought to reflect social conditions, 
care for children and the availability of medical care for treatable 
conditions such as infections. 

During the first year of life strong parenting skills are essential 
to children's health. Parents need to know how to provide good nu- 
trition and daily care for their babies. They need to know now im- 
portant stimulation and involvement are. They need to be able to 
recognize serious illness and to get medical treatment. These are 
not skills all parents automatically have. Teenagers especially need 
help learning them. 

For the past 12 years, the Consortium's Magic Wagon early child- 
hood development teams have been visiting families on a weekly 
basis where children are at risk for foster care because they have 
been abused or neglected. These are extremely poor families with 
complex social problems. The typical family that we visit has three 
young children under five, and very often a baby is born during 
our involvement with the family. 

Typically, the older children fire already exhibiting a number of 
developmental and learning delays and serious behavior problems. 
They often have chronic health problems. Parents feel over- 
whelmed and unable to cope with their children's needs. 

During our weekly visits, we provide stimulating learning activi- 
ties for both the children and their parents. We provide toys and 
books. Our goals are to involve parents in their children's early 
learning, help parents understand how children grown and learn, 
and give parents skills for disciplining their children and coping 
with their behavior. Because v/e go so often and because parents 
get to know us well, v*» have a very strong relationship that is 
built with families and we become very much a support for the 
whole family. 

However, on our first visits we often see babies who are left 
alone in their cribs for many hours. Diapers are not often changed, 
bottles are left propped— sometimes with sour milk, and the babies 
receive very little attention from their parents. They are not talked 
to very often, and sometimes they cry for long times without any 
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response. With the home visitor's gentle persuasion, information, 
and upport, the situation changes for these children, and we see 
some very dramatic turnarounds in families. Parents learn to 
cuddle, to talk, to play with their babies. The babies become more 
interesting, more alert, more curious and their health and their de- 
velopment improves, and that is the goal of what we are doing. 

In the past few years it became very clear that we were too little 
and too late, that we needed to be visiting earlier in the life of the 
child and earlier in the development of the family. Most Magic 
Wagon mothers had their first child in their mid-teens and now are 
in their early 20s with two or three children. We felt that if we 
could visit earlier, we would make a greater impact on families and 
on the development of children. 

And &> three years ago, with the assistance of the state Adoles- 
cent Pregnancy Prevention Program and several foundation grants 
and some of our own resources, we began a n?\v program focused 
on the needs of teenage parents, the Teen Paren 4s and Babies Pro- 
gram. We currently have two teachers and two vans that visit 40 
teen families each week, and that is probably leas than 10 percent 
of the real need in Onondaga County. 

Like the Magic Wagon, the Teen Parents Program provides stim- 
ulating activities for babies, helps young parents learn about child 
development and lends toys and baby equipment. A teacher begins 
visiting the teenage mother in late pregnancy to help her prepare 
for the birth of the baby and after the baby is born, and probably 
continues until the baby is about 18 months old. 

Looking back over the past three years, the program has exceed- 
ed our greatest expectations. Nearly all the babies are developing 
normally, or doing better. Their mothers are closely attached to 
them, very aware of their needs, and providing good care, 

We have not had the luxury of a formal evaluation system for 
the program, but we have informally reviewed each family'* 
progress and each baby's development several times during the 
past two years. Based on our observations in the Magic Wagon pro- 
gram, we would expect these disadvantaged babies to be delayed in 
reaching normal developmental milestones, and we find that the 
opposite is true. The baMee are developing on target and are 
healthy and bright. 

In addition, the close relationship developed between program 
teachers and teenage mothers has enabled a number of the moth- 
ers to return to school or job training and take other important 
steps during self-sufficiency. I will just tell you about one of our 
families, basically because the child was at very high risk. He was 
born weighing less than three pounds to a teenage mother with 
two small children at home, was in neonatal intensive care in the 
first month and a half of his life, and we feel that our program was 
important support for that mother and that baby during his first 
year of life. A home visitor from our program was with tne mother 
during labor. Because she had no one else to be with her. She 
helped arrange for a breast pump so that the baby could have 
breast milk during his stay in the hospital. When he went home, 
he went home to a crib that we had lent the mother. She had no 
funds for one of her own. We had helped her find clothing and 
blankets and donated them to her. His mother continued to nurse 
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him, which is, we feel, an important and often overlooked piece of 
assistance for a low-birthweight baby. Program toys encouraged 
her to provide stimulation and early learning, and we juit helped 
her cope with a tiny baby and two active toddler*. 

Today, he it 14 months old. He survived his first year, and he is 
doing about as we would expect a normal year old baby to do. He is 
doing extremely well. His mom still has lota of problems, lots of 
social problems, lots of poverty problems, but she does provide good 
care for her baby and for her two children. 

Mr. McHuoh. Ms. Murphy, ! am sorry to interrupt. 

Ms. Muxphy. Yes. 

Mr. McHuoh. But I would like to close on your statement if we 
may move on. But if you would like to make one last comment 

Ms. Muxphy. Basically, I have some recommendations that I 
think are important X think we want to see a firm funding stream 
for this kind of program coming out of the federal government 
consistent funding, a consistent federal strategy for reducing infant 
mortality. We are also hoping that there will be expanded federal 
support for programs that reduce adolescent pregnancy and then 
the last recommendation is a very global one, but a very important 
one. That all parents have the financial resources that they need to 
provide their families with decent environments and adequate food, 
clothing and medical care. 

Thank you. 

[Prepared statement of Kathleen Murphy follows:] 
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Mr. McHuoh. Thank you very much. 

Let me stress that all of your statements will be part of our 
record, and I am euro Jim and I have read them all in advance as 
weU, and they are excellent statements I must say. 

Dr. Warren Grape ia our final witneat for this panel. As I men- 
tioned earlier, he & a Professor and Chairman of the Department 
of Pediatrics at the SUNY Health Science Center. 

Dr. Grape. 

STATEMENT OF WARREN E. GRUPE, PROFESSOR AND CHAIRMAN. 
DEPARTMENT OF PEDIATRICS, SUNY HEALTH SCIENCE 
CENTER, SYRACUSE, NY 

Dr. Grupe. Good morning. I really do appreciate you having this 
meeting. I have learned a lot, and I hope you have too. 

I think the conclusion that can come from this exercise, however, 
is that it is not a good time to be a child; we have heard many rea- 
sons why this morning. Let me just touch on a few of these. 

There is now a resurgence of preventable diseases, including 
measles, and whooping cough. This goes beyond the problem of 
infant mortality. We are witnessing a return of tuberculosis and 
rheumatic fever, which should be gone also. We are now seeing a 
whole new group of societal-based diseases that did not exist before: 
drugs, alcohol, AIDS, child abuse, and sexual abuse. I would point 
out that since 1987, when we initiated a sexual abuse clinicfor 
children, the attendance at that clinic has doubled each year. That 
is frightening. tt 4 . 

When we turn to the infant mortality problems, there is no evi- 
dence to support the concept that this mortality is caused by inad- 
equate access to medical or health care as the sole cause. Although 
medical care is not perfect, there is also some evidence that under- 
utilization of available care is also there. Therefore, as we foms on 
the supply of medical care, I think it is also important to focus on 
the demand as well. The value of active intervention, in the form 
of outreach, has also been presented this morning. 

The causes of decreased or inappropriate demand are multifac- 
torial, with many societal based. It is urgent that we support the 
study already underway through the Onondaga County Health De- 
partment to define the etiology, because unless we know the etiolo- 
gy, we will not be able to devise the programs that specifically ad- 
dress these issues. 

If I may interject, Syracuse is a very appropriate place to under- 
take such studies. This is a very good, highly motivated communi- 
ty. The census tracts that are involved are very clearly defined. 
There has been a good deal of information obtained already. There 
is less population flux. It is easy to track this population. As Madi- 
son Avenue has known for years, results obtained in Central New 
York are applicable to the rest of the Nation. 

Now, prevention clearly is an important part of postnatal health 
care. It is an important part of any medical care program. No hos- 
pital has ever prevented a single disease. From what you have 
heard this morning, what is needed does not involve high technolo- 
gy. They are not very costly. 
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One of the things I would like to point out is that community- 
based programs were here in Syracuse. They were discontinued in 
1979, because of unfortunate bureaucratic interventions over a 
single issue. I really wonder if child health care would not be in 
better condition now in Syracuse had those discontinued programs 
been continued; you also heard about that earlier this morning. 

I would love to see an expansion of the school-based programs. 
Increasing numbers of our modern mothers are still in school. We 
cannot only help them, but help their infants and their education 
all at once. Physical and developmental services that at least meet 
the American Academy of Pediatric requirements should be estab- 
lished. It is remarkable how much can be done by properly trained 
developmentalists that help parents do the things they need to do. 

The concepts and precepts of primary care need to be expanded 
and enlarged. It is not just giving baby shots. There are social 
issues involved. It includes the concept of parenting, the notion of 
dependency, and the fostering of responsibility. Now, how low tech 
can you get? 

We can also invest in the adults for the benefit of these children; 
we have also heard examples of that this morning. For example, 
the number of pediatricians in central New York are decreasing 
faster than we are replacing them. Soon we will have an insuffi- 
cient number of them. You nave also heard about the shortage of 
nurses, midwives, and public health people. Furthermore, we 
cannot run a medical school without its teachers; we are even be- 
ginning to lose some of them. 

We need to consider the mother and the child as a combined 
unit. They are together before birth; they remain together after 
birth. We need to recognize that in our planning. 

It is very appropriate to start preventive pediatric care during 
the prenatal period. We need to have programs, as you have heard 
from this panel, that address mentoring and the development of 
parenting skills. We are all primates; primates must learn how to 
parent. We are not sparrows; we do not do it innately. We must be 
taught, and we parent the way we were parented. Efforts toward 
improving parenting skills are very important and clearly success- 
ful. 

Let me just talk briefly for a moment about the PRIDE program 
at our own institution; pride is one of the programs designed to 
provide parenting skills education. We help parents to develop ap- 
propriate expectations to do the things that we really need to do as 
parents. We help the mothers return to school. We train them in 
the use of community services. We are not unique, but it is one 
that works. 

There are only three staff members involved. Even with such 
minimal staffing, it works. They provide services to about 85 
mother/child units at a time. Over the last 3 years, they have 
served 225 families. The results are encouraging. Immunization 
rates are better when compared to a comparison population. Their 
abilities to keep appointments are better; their use of nonappro- 
priate medical sources, such as the emergency room, has gone 
down. For the 1989 group, the number of missed appointments was 
62 percent less; that is a significant difference. The number of chil- 
dren who received their first DPTs was three times higher than the 
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comparison population. The number of children who had completed 
their immunization! was 36 percent higher than the comparison 
population. 

Now, what are the implications of this? Firtt of all, training m 
parenting skills is effective. More importantly it is effectively 
sought and effectively assimilated by the group. Their attendance 
is maintained. The parameters of health maintenance have im- 
proved. The cost of the health care has been reduced. Why? Be- 
cause the inappropriate use of nonscheduled care has also been re- 
duced. . . 

Whatever barriers that existed, these parent* have overcome 
them. It is a personalized tutorial that addresses the adult needs, 
the adult self-esteem, and the adult capability. It is continual and 
it is comprehensive. It changes parenting behavior with a minimal 
change in both number and over the cost of the staff required for 
regular well-baby care. , 

The personalized attention and skill acquisition was in fact, the 
incentive that brought these families back to get the immuniza- 
tions and the care for their child. It should be possible, in the 
future, to start this program during the prenatal period. 

We have had to alter admission to the program because we are 
now becoming overwhelmed. Nevertheless, we should expand the 
function and scope of such programs designed to increase the 
mother/infant bond and to improve services for that unit We need 
to enlarge the population served. We need to use criteria that axe 
not based exclusively on income, but incorporate this concept of de- 
pendency: what is it that that mother/child needs? We need to 
allow these programs to remain in operation long enough to see a 
change in behavior. We cannot repeat what was done in this com- 
munity in 1979. , . 

The funding should be based on the program offered, not just the 
medical services. That means we change the way we think about 
what primary care services really are. 

Thank you. 

[Prepared statement of Warren E. Grupe, M.D., foilc .♦•s:] 
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Prepared Statements Warren E. Grufe, M.D., Pxoraeo* and Chairman, 
Department or Pediatric* SUNY Health Science Center, Syracuse, NY 

health and medical services for children 

Prepared for the House Select Committee on Children 
Vouth and Families 
Syracuae, Hew YorK* 
July 1$> 1990 

A child should expect to receive several supports from 
his/her societal tnvironttnt: Nurture* Health, Education, 
Shelter, Nutrition and Preparation for Adult Life. 

The data indicate that our society haa n*t performed trail in 
thaaa a*eas: children are the faateat growing eegaent of the 
homelea*; children form a major portion of thowe undtr-ineured 
for aedical cere* the iMuniiatlon rata not* la worst then it «ae 
a decade egos most every single target eet in the lmt* 70 1 a for 
education and preventive health care for children baa been 
missed; we aee a resurgence of preventable diseases that ahould 
be gone k auch as Bessie* and whooping coughs we are witneaaing a 
return of tuberculosis end rheumatic fever; new aoclet/ baaed 
dlseaaea now afflict children, including AIDS, drugs, tile oho 1 , 
child abuae and sexual *b»ee. 

The focua of this hearing la that the infant aortal ity in 
aoae areas of Onondaga County exceeds 2$/ 1000, equivalent to what 
we denounce for the third world. There la no evidence, at the 
moment, to support the concept that this aortal ity ia caused by 
inadequate access to aedical or health care. There la aoae 
evidence that there ia under utilisation of the care available, 
the causae of which are eul t i factorial , and related to societal- 
baaed probleas. 

What is currently needed is real data about the etiology of 
thoee infant deaths and better correlation to the societal issues 
involved. For example, data froa other areaa would implicate 
both family violence and aubstence abuae as important factora. 
Other efforts can then be more intelligently formulated to emend 
the problem. Thia might Include: pregnancy prevention in teens, 
adequate aubatanca abute treatment programs provided in aafe 
eettingSi more creative end positive use of faster care, changes 
in family court practicee, expansion of individual eaae 
management w*th broadened perapectives and programa to enhanc* 
access to community services. 

Although the eaphaaia on education, nurture, shelter, love 
and protection ehould not be diluted, the focua of my teatieony 
will be in areaa of health and medical care. 

Pevention ia the hallmark of all auccessful medical 
programa. To this end* new eaphasls should be given to programs 
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that prevent the growing minrU of morbidity And mortality of 
infante And children. While we have reached new heighte in the 
correction of oomplsx di eeases such as cinctr and congenital 
abnormalities, we have fallen further behind in the simple 
precept* of primary cere* The axiom le true? no hospital t no 
Mtter how veil equipped or staffed* ha* ever prevented a single 
disease. Therefore , new and vigorous initiative, should be 
directed towards the preventive elements of pediatric services. 
These should include; 

* Adequate Prenatal Care; 

* Programs to insure coaplete iaaunisatlon for the 25% 
of children currently denied; 

* Community bassd prog r erne that are designed to actively 
seek and reach out to thoee who need health services; 

* Expansion of school-baeed progress; 

* Physical and developmental servicee that aeet American 
Academy of Pediatrics standards* 

The precepts of pr leery care euat be broadened to Include 
societal issues, the concept of parenting, the notion of 
dependency t and the fostering of responsibility. 

Not all expendituree should be limited to services solely 
for childran. The concepts of prieary care euat be broedened to 
include societal issues » the concept of parenting, the nature of 
dependency and the foeterlng of reeponmibility. 
Investment in appropriate adulta can also benefit the child. 
Examplee include; 

* Incentives to increase the number and quality of child 
oriented professionals f including physicians* nurse 
prectitionere , developmental lets, and health educators. To 
illustrate, at the moment in Central Hew York* the attrition of 
peoiatriciane is not being Matched by those entering the practice 
of pediatrics* Aa another example, individuals with Neater level 
degrees in Child Development cannot find employment. 

* Parenting in the human is a learned skill * Thus* it 
becomes important to provide programs that teach parenting skills 
to thoee at high riek, through school curriculum*, during the 
prsnatal period and concurrent with thm child* a pomtnatal 
management. There ahould be lncentivea eetabllehed for thoee 
parents who do advance their ekllle in child oriented care. 

One example la the PRIDE {Parent Infant Development Program) 
Program initiated at our institution In 1917. This program* 
which receivea no direct government or foundation eupport, offers 
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enrollment to all new mothers, 18 yttri old and younger, vhoit 
infant ha* received car* in the nur**ry by a facultr member of 
the Department of Pediatric** In 3 yearai only one of approxi- 
mately 225 mothere bee refused tha opportunity* Tba program 
provide* pereonal ixed tutelage in Parenting &«illa» Age 
Appropriate Expectation** Basic Haalth and Nad leal Cara» and 
laaio Child Care. Tba program alao ha I pa mo there plan thalr 
ritum to school and provide* information about which community 
oarvloaa ara aval labia to aaaiat both mo tha r and child. 
Pereenalised contact la maintained both in tha Ambulatory Unit 
mad tha noma. Although tha fro tip a ma at monthly* ataff ara 
aval labia for mothara 1 concarna between viaitSt Tha ataff 
requirement la minimal; thaaa ataff provida both radical and 
parantlnf cara and advica for tha 85 f ami Ma* currantly lnvolvad; 
almoat 225 familiaa hava baan aarvad in tha paat 3 year** 

Reeult* to data ara encouraging. Tha primary immunisation 
rata la 89x for PRIDE infanta coaparad to 72% for ragular clinic 
u**re and appro* i ma taly 75* for tha country at large. Not only 
do PRIDE paranta maintain a high attandanca rata for achadulad 
care* thay alao hava a mora appropralta uaa of non-acheduled 
madical eervicee, auch aa Emergency Room** 

Several change* hava takan placa alnca tha incaption of tha 
program. Tha afa of eligibility ha* baan raducad from 19 to 18 
yeere ( bacauaa tha accaptanca of tha program haa baan ao high, 
fvan with thia change, tha program ia atill axpariancing 
difficultiaa maating tha deeend. Tha pariod of anrollmant ha* 
baan extended from 6 month* to ona yaar to accommodate tha 
continuad naad of paranta* Boma viaita were added in October, 



Tha iaplication* of thia program f a auccaaa ara many* Noat 
iaportantly k training in parenting akilla ara affectively aought 
and aaaimilatad by tha target population* Only ona parent haa 
refueed the eervice, attandanca la maintained f parametera of 
haalth maintenance have improved » and the non-ache uled uaa of 
tha haalth cara ayatem i* mora appropriate* Whatever barrier* to 
acceaa exiet in tha comperieon populationa have been effectively 
removed by a pereonal ixed tutorial service that eaphaaiaee growth 
la adult capability and *elf ~*eteem through a conatancy of 
peraonnel and care. Finally , a change in parenting behavior can 
be demonstrated with minimal change* in ataff number that 
providea aervicea concurrent with the child** poatnatal primary 
care* It aeema reaaonable that auch aexvicee could be atarted 
sooner, during the prenatal pariod. 

* Expand i not contract * the function* and acope of program* 
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designed to support the parent-infant bond and improve nor* 

comprehensive services for the parent-child unit. Enlarge the 

population served. Establish criteria that are not based 

e* luaively on income. Allow such prog rasa to remain in 

o| ation for the several years it takes to demonstrate an effect 

ok fcumen behavior* Do not make funding dependent on the medical 

services provided, but rather on the program servicee available. 

Although preventative programs are designed to reduce the 
need for medical services, and will eventually the? should not 
vet be substituted for existing secondary and tertiary medical 
care facilities* Hospital based programs for children have also 
suffered from deferred maintenance and restricted growth. As 
examples! in Central Hew York: 

» In 1989. 15* of children requiring intensivs medical car* 
could not find space in the only Pediatric Intensive Csre Unit in 
the region; 

* The only cardiac catheterization treatment and diagnostic 
laboratory for children is outdated and inadequate; reimbursement 
levels do not allot* the hospital to replace the unit; 

» Extracorporal Membrane Oxygenation therapy has been shown 
to reduce both morbidity and mortality of prematurely born 
infanta; although available in adjacent ststes* it ia not 
available for the newly born of Central New York; 

* Services for the diabetic child are embarrassing; 

a The average daily cenaua in the major regional neonatal 
intensive care unit is regularly above 100% occupancy; 

* Hospital tertiary pediatric facilities are the oldest and 
the most outdated in the State. 

In the areas of major importance in the treatment of non- 
preventable complex diseases i there has been a f oread ssdiocrity 
in pediatric medicine, based mainly on inadequate financial 
support. Facilities must be upgraded to at least the level of 
contsmporary adult services. Outdated equipment must be 
replaced. Reimbursement must at least match costs. Incentives 
must be initiated to entice needed qualified pediatric 
conaultanta to the region and to prevent thoae already here from 
leaving. 

Finally i to ignore the needs of infanta » children , those who 
raise them and thoae who provide profasaional aervicee to them ia 
to aortgage a future this society cannot tolerate indenture an 
expectant labor force we cannot waste t and functi, ally Impair 
our national abilities to retain a leadership role into the next 
century. We can ill afford to overlook that, "the level of 
civilisation attained by any aociety will be determined by the 
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attention it haa paid to tha ttalfara of its iafaota and 
children. " V* ara alraady vitnaaainf tba aigoa of such neglect 
In our nation. Wa bava * na* windo* of opportunity to correct 
that. 

fUepact fully aubaitted, 



Warran £• Grupa, M.O. 
Profaator ami Chairsan 
Dapartaent of Pediatrics 
SUNY Baalth Sciatica Can tar 
Syracuse, New York 

July 5. 1990 



ERIC 



161 

Mr. McHugh. Thank you very much, Dr. Grope. 

Now, if there are panelists from the first panel still here, we 
would invite them to come up and participate in the few minutes 
we have left for questions. 

On the questioning, we will reverse the order and I will ask Jim 
Walsh if he has any questions or comments he would like to begin 
with. 

Mr. Waish. Thank you very much, Matt. 

It is, unfortunately, we have limited time. Congressman McHugh 
and the staff have to fetch a plane back to Washington. I have the 
pleasure of being able to linger until tomorrow morning, when I 
will return. 

Let me see if I can keep my notes straight here. Mrs. Billue, I 
would like to thank you especially for absolutely taking what must 
have been a very, very difficult period in your life and turning it 
into a very positive thing for our community, yours and mine, and 
for your commitment to this serious problem. 

If there was one thing that Government could do in regards to 
this problem and emphasizing and prioritizing our efforts and re- 
sources, funding, where would you like to see that go? 

Ms. Billue. Basically, I would like to see it in the form of basic 
parenting skills and CPR. It does not cost that much. In fact, from 
Onondaga County all I was asking for in a written proposal was 
$870, and from another source, sending letters to private industry, 
$435. That would have certified 500 young mothers, young and poor 
mothers, in infant and child CPR. You see, those few minutes when 
infant and child CPR can be started are the extra minutes that 
that child has to survive. I would like to see it implemented in such 
a way that everybody all over the United States has the opportuni- 
ty to have that tool to combat such things as breathing disorders in 
the first year of a child's life, because it clearly states in this report 
from the county that in 1987, we had 85 deaths after birth. 

Mr. Walsh. This would be similar to the program that you went 
through after leaving St. Joseph's Hospital? 

Ms. Billue. Yes. 

Mr. Walsh. Thank you. 

Kate Murphy, when we were at St. Joseph's this morning, Dr. 
Constantino— is that how you pronounce it? — explained one of the 
most tragic facts of this whole process. That is the drug abuse prob- 
lem and its effect on the children. And one of the things he said 
they have noticed is that because of the loss of oxygen during the 
period the child was in the vomb, the child actually develops a 
smaller brain and a smaller head, and it is a visible difference. And 
one of the things he noted was that these children respond very 
slowly to- I am not sure if discipline is the correct word, but in a 
situation where the child is say agitated or whatever, the response 
is not prompt to a parent. 

I do not know if this is something that a program such as yours 
can get to. I do not know if that is a developmental thing that 
cannot be changed, or if it can be affected in a positive way by 
working with parents and at least explaining that to them, that 
this child is going to respond more slowly than others. 

Is that something that you can 
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Ms. Murphy. Sure, I think that that is important. I think that 
the first thing that is really critical is that the parent of the child 
has to be sober and straight* and you have to make sure that the 
parent has received some drug abuse treatment* We do very poorly 
in our program with parents who are still actively abusing drugs or 
abusing alcohol. And then you have to deal with the issue that you 
have a oaby who has some developmental problems. 

There has been some research done with cocaine babies that has 
shown that, indeed, an active, enriched early childhood or infant 
stimulation program can turn around some of those effects. With 
Fetal Alcohol Syndrome, where the baby has been affected by the 
mother's alcohol use, the turnaround is not as good, and the hope 
is not as great. It is really important to deal with the mother's use 
of drugs during pregnancy, early during pregnancy, and then you 
have to also realize that you have got two things happening. If you 
have a mother of a baby who is really more interested in the drug, 
and that is what addiction means, or interested in alcohol, you 
have a lot of times that she is not aware or available to that baby. 

So, the first thing really is to treat the addiction. The second 
thing is, yes, we certainly can do things with babies who have de- 
velopmental problems, to change things for them. The earlier the 
better. 

Mr. Waish. Thank you. 

I have a thousand questions, but I am going to defer to Congress- 
man McHugh because we are running out of time. 

Mr. McHuoh. Thank you very much, Jim, and again my thanks 
to all of you for being here. It is very frustrating for you, I suspect, 
and certainly for us not to have more time to really talk about 
these things in depth. 

One of tne really impressive parts of the testimony today was the 
outreach efforts that some of you are making, because this person- 
alizes the attention that women in need get. And I am curious, how 
are these programs now funded? 

Yes, okay. 

Dr. Grupe. fund ours on voluntary contributions of both time 
and money from the physicians in the Department of Pediatrics- It 
has no other source of funding. 

Mr. McHuoh. And you have three staffers? 

Dr. Grupk. Yes. All supported by the voluntary contribution of our 
pediatricians. 

Mr. McHugh. Ms. Murphy, how about your program? 

Ms. Murphy. We have kind of a patchwork of funding. Some 
from the state government, some foundation funding, and a lot 
that is raised by volunteers of the Consortium through their mem- 
berships or other ways that we do fundraising; very, very tenuous 
thread of funding. 

Mr. McHuoh. How much does an outreach worker get paid? 

Ms. Murphy, Our home visitors get paid anywhere from $15,000 
to $17,000 a year. 

Mr. McHuoh. And that is for five days a week, full time? 

Ms. Murphy. Five days a week working in probably the most dif- 
ficult situation in the county. There is no question that they go 
into the most difficult homes, dangerous situations, and go there 
every day. 
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Mr. McHugh, We have a rather perverse situation in our society 
when we pay the people that do the most valuable work the least. 
Sometimes the people who provide the least contribution to society 
make the most money. 

Dr. Miller. Congressman McHugh, the county-sponsored pro- 
grams depend on both state and federal ftinda to support the out- 
reach workers that we support Arid one of the things that we ob- 
served in a visit at Hartford is that many of the women who enter 
outreach worker programs have educational opportunities afforded 
to them both on a part-time basis and subsidized basis. And all of 
the workers who have left the program in Hartford, Connecticut, 
have moved up. They have gone into social work training. They 
have gone on to nursing school and hoping the women who are 
working in our community have the same opportunities to advance 
into a better paying job. 

Mr. McHugh. What federal funds, Dr. Miller, are used in your 
program? 

Dr. Miller. The county relies on a number, but the Medicaid 
program is underwriting some of our workers, and then the Prena- 
tal uare Program. 

Mr. McHugh. Yes, Dr. Meyer. 

Dr. Meyer. The state is contributing approximately $2 million to 
outreach workers around the state. One of the things that I think 
would be most helpful would be if Medicaid could pay a specific 
rate for an outreach visit. As you know, Medicaid currently pays 
rates for medical visits or for visits to a social worker. There is no 
rate that is payable for an outreach visit. It has to be incorporated 
in the general package of services, but I think a specific rate would 
be very helpful 

Mr. McHugh. Well, that gets me back to the really fundamental 
question that Jim asked at the beginning, which some of you have 
responded to, but let me give the rest of you an opportunity, if you 
wish, to emphasize the point. And that is, how can we at the feder- 
al level be most helpful in terms of the problems which you have 
all described eloquently. We clearly have the Medicaid program 
which has been expanded to some extent to help that outreach. We 
have the WIC program which is targeted at this population and 
which clearly pays off in terms of the pregnant women and chil- 
dren who are served, although we are still only reaching 50 to 60 
percent of the eligibles for WIC, and we have still a long way to go. 
Those are two big programs. You have iust mentioned one, and, 
Ms. Billue, you have mentioned one as well. 

Are there other suggestions that you want to be sure that you 
have us hear before we leave? 

Ms. Cooper, I think you have to address some of the issues deal- 
ing with physicians. I think the lack of people being trained to 
become physicians or nurse practitioners under the Public Health 
Service has meant that the costs have risen phenomenally. I say 
that having been personally involved. We receive fewer funds to 
support people going into medical school; fewer people go for medi- 
cine. We have to look at other kinds of people who are extending 
health care, such as the nurse midwife, and nurse practitioners. 1 
think you really have to look at also the impact of cuts in pro- 
grams such as ours (family planning) which had a major outreach 
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focus. All those people who used to be in the community are now 
working only in clinics or are no longer employed. I have to write 
another grant to get outreach— I mean, these elements are no 
longer a part of Family Planning. The cuts in these programs over 
the years, as Dr. Grupe pointed out, most of the things that were in 
place in 1979, that were lowering our mortality rates, have been 
cut out, and I think many of them have to be put back if we are 
going to be able nationally to deal with some of our issues. I think 
also support for medical studies is important to look at, among 
other things. 
Mr. McHugh. Yes, go ahead, Mr. Herbek. 

Mr. Herbrk. As I said earlier, I think the National Health Serv- 
ice Corps has got to be expanded for both urban and rural areas. It 
has made a significant contribution for many, many years, and it is 
at a poin* now where it is making almost no contribution, and that 
is a real shame. 

The second thing is 

Mr. McHugh. Let me interrupt you quickly there. These doctors 
who serve from two to four years after medical school, when they 
are finished their service, are they not being replaced at this point, 
or is there any replacement of these doctors at all? 

Mr. Herbek. There has been a replacement firm other National 
Health Service Corps positions in the past. Bu» last year, my un- 
derstanding was, there were over 600 vacancies that were unfilled, 
which means that services are having to be cut in community 
health centers nationwide because of the vacancies in physicians. 
That does not count the vacancies in mid level providers which 
extend physician medical practices such as nurse practitioners and 
physician assistants. 

There have to be more dollars put into that program because in 
the end it is costing more dollars to ail of us, because we are 
having to hire physicians from the private sector, which is much 
more expensive, if we can get them, or we are having to use re- 
cruiting firms which is costing thirty to thirty-five thousand dollars 
a shot to get one physician with no guarantee. That is one pro- 
gram, I think, which has to be expanded* 

I think the other one is the 330 funding for community health 
centers. It has got to be expanded. That program has not kept up 
with inflation since the early 1980s, and it is one of the cheapest 
ways to provide quality health care to underserved areas. 

The third one is an expansion of school-based health clinics 
where you can provide services to people right on Site, to the chil- 
dren right on site. Parents do not have to take off from work. The 
children can ride the school buses and be seen on site at the school 
in a much reduced cost to both the parent and to the society at 
large. 

And I think the fourth thing is an increase in coverage for the 
working poor. Particularly in rural areas, there are a lot of people 
that do not qualify for Medicaid because they are working, but 
they also have no ather health insurance. 

Mr. McHugh. Yes, Dr. Grupe. 

Dr. Grupe. I wi!l be shot by my colleagues for suggesting this, 
but I think the Public Health Service program is super, but insuffi- 
cient. I would love to see a plan that would encourage or require 
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that all physicians spend a portion of their career providing what 
our civilian medical service needs are within this country. 
Mr. McHugh. Yes. 

Dr. Muxes* I would just like to reference the material and child 
> health and preventive services block grants since it is enabling a 

number of preventive programs and to address Mr. Walsh's earlier 
issue of allowing us to implement programs without extensive pro* 
gram requirements. 
f Mr. McHugh. Yes, Ms. Olmstead. 

Ms* Olmstead. I just agree with Dr. Miller, the need for preven- 
tive funding. The one thing that was not mentioned today that I 
think is important is that if we could $et women to enter pregnan- 
cy in the best health status possible, it would certainly make the 
job a little bit easier, and we need more programs that can address 
the prevention of problems prior to pregnancy. 

Dr. Meyer. The point has been clearly made today by a number 
of people about the importance of the maternal/infant diad, and 
yet our insurance stream, our public insurance stream really does 
not attend to that well. 

As Medicaid has gotten increasingly unbundled from public as- 
sistance, significant numbers of people who are above the poverty 
level are able to access Medicaid. I do not think we have adequate- 
ly thought of it as real health insurance program. We require the 
same sort of recertification that families have to go through who 
are on public assistance, and I understand the need for fiscal con- 
trol, but I am concerned if we do not create an entitlement to in- 
surance for both the mother and child throughout the period of the 
child's infancy, we have lost a great deal of what we could obtain 
by that expanded Medicaid. 

So, I would like to ask you if you would consider changing Medic- 
aid regulations so that once a mother enrolls in Medicaid her 
infant is automatically eligible for Medicaid, at least through the 
first year of that child's life. 

Ms. Billuk. Excuse me. 

Mr. McHugh. Yes. 

Ms. Billue. Also, I think there needs to be more community- 
based outreach centers. In my area where I live at, we have SUNx 
Health Science Center and Syracuse Community Health Center. 
And like it has been mentioned, a lot of times when you call, you 
are put on a waiting list. If you are a current health center patient, 
you can be seen. But if you are a new patient, you have to go on 
the waiting list. There needs to be somewhere in the community 
that you can go to get a prenatal assessment, some time or some- 
thing prenatal, vitamins, blood pressure, if you are having pain, 
* some type of fetal monitoring or something that you can get in the 
community, that you do not have to find a baby sitter to walk six 
to ten blocks to upstate, or four to five blocks to Community 
Health Center. 

m Syracuse Housing Authority has been working with me very 

heartily in my efforts to reduce infant mortality. We call it TRIM, 
Tenants Reducing Infant Mortality. They have a youth center 
where they are willing to give you space to set up these clinics with 
a nutritionist or whatever you might need. A lot of high-risk moth- 
ers cannot always make it all the way up the hill to the perinatal 
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center with three children under the age of three. So, there needs 
to be more community-bated outreach centers in order to combat 
it, or you are just going to have an ongoing load of people who will 
not access medical care because they do not have transportation or 
whatever, other things they need to get there. 

Mr. McHugh. Thank you very much. You have all made some 
very constructive suggestions. I would like to be able to say we are 
going to go back to Washington this week and make sure they are 
all t here, but you have certain sensitized us to the nature of the 
problem in this community and in the state, and we certainly will 
go back even more committed to trying to do what we can to help. 

Jim, do you have any last comment you would like to make? 

Mr. Walsh. I would like to thank you, Matt, very much. I would 
like to thank you very much for coming and being here today and 
lending your ear and thoughts to this very serious problem. I would 
like to thank all the panelists for taking time to come in and en- 
lighten us and give us some concrete proposals that we can take 
back to Washington and work at. 

There are a number of bills that are out there that can be 
worked on and amended, changed, current structures that can be 
changed and amended that we can have input to. So, I thank you 
for that. 

I would also like to thank my staff, in particular, Shelia Brown, 
a Svracusan, now a Washingtonian, who really put this hearing to- 
gether. I am very proud of what Shelia accomplished and all the 
rest of the staff. I would like to thank Fred Walker from the GSA 
for providing us the room today, and to all of you who came to 
show your interest and concern and I hope you as well as I did 
learn a great deal today. 

Mr. McHuoh. And in closing, I would like to express my appre- 
ciation again to Jim and his staff. We are here, in part, because the 
committee is concerned about this nationally, and, in part, because 
Jim has impacted our committee with his view that there is a spe- 
cial concern and some special initiatives that have been taken here 
in Onondaga County. 

This has been a good hearing, not only because of the witnesses 
who gave us such a positive contribution, but as Jim has said, there 
are a lot of people in the audience whom I suspect could add to our 
educational experience if only we had more time. But we do appre- 
ciate and take note of the fact that you are here. That obviously 
indicates your own personal concern as well. 

Let me again thank all of you for being here. I do and the staff 
have to make a plane for Washington. And so we appreciate your 
participation and your patience, and the hearing is now adjourned. 

[Whereupon, at 11:S0 a.m., the select committee was adjourned.] 

[Material submitted for inclusion in the record follows:} 
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Of ROE Of COMMUNITY SERVICES 
AND 

SYRACUSE COMMJSSfON FOR WOMEN 

THOMAi Q Y0VNCL MAVQft 



TO: The House of Representatives 

Select committee on Children, Youth and Families 

FROM: The Syracuse Commission for Women 
Helen Mar cum, Chairperson — 

DATE; July 16, 1990 

RK: Field Hearing on Infant Mortality 



On Apr!} 20, 1988, the Health Task Force of the Syracuse Commission 
for Women convened the first meeting of what was to become a broad- 
based infant mortality coalition. In attendance wore local health 
and human service providers, government officials and hospital 
administrators who met to discuss the issue of infant mortality and 
to exchange information on how t? promote better pregnancy outcomes 
for women a*«a children. 

Over the following 18 months, the Infant Mortality coalition 
evolved in order to: 

a* Alert the public to the issue; 

b. Provide a forum for the exchange of information and 

promote networking; and 
c* Explore strategies to more effectively assist women 

who are at risk of poor pregnancy outcome*, and their 

children p 

The most important contribution made by the Infant Mortality 
Coalition was to initiate communication among the service agencies 
for the purpose of providing coordination among the many providers 
who work with high-risk women* 

In June, 1989, a team of Syracuse University graduate students, 
under the direction of the Syracuse commission for women, conducted 
an elite opinion survey of key individuals in health and human 
services agencies* The Infant Mortality Opinion Survey report, a 
copy of which is attached to this memo, is the result of nearly 100 
face-to-face interviews conducted by the graduate students* Since 
the findings represented in the report were opinion-based, the 
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interview group did not make specific policy recommendation*. 
However, sever* X barrier* to cert were identified by the group: 

** FXHAHCIAk r women cannot afford prenatal care* 

b. KDUCATIQMALi women My lack knowledge of the importance 
of prenatal and postnatal care. This is particularly 
the cass with pregnant and parenting teens* 

c. PHYSICAL BARRIgftSf including lick of transportation » 
inconvenient location of services, *nd lack of child care 
for other children* 

d. INSTlTtOTOWAL BARRIERS j overbooking of clinics, lack of 
continuity of care, lack of coordination of services and 
lack of sensitivity on the part of providers* 

e. PSTCH0UX1I CM* ; poor motivation , lack of social supports, 
and mistrust of health care providers. 

Much has been stimulated in the community in part , by the 
leadership role of the Infant Mortality Coalition* We commend 
Onondaga County for the development of a comprehensive plan to 
deliver and track services to at-risk women* 

Current efforts of the Syracuse Commission for Women include a 
public education campaign to be conducted with the Junior League 
of Syracuse in cooperation with Blue Cross/Blue Shield and Onondaga 
County. The Infant Mortality Public Education Committee will 
develop and implement a plan to bring health information to the at- 
risk population. We will pay particular attention to developing 
materials and strategies which are sensitive to the issues of race* 
ethnicity, language and educational level of the target 
populations* 

In addition, we will continue to explore ways in which the Syracuse 
Commission for Women can assist in addressing other problems which 
have an effect on the health of women and children, especially 
those most at risk. Our mentoring program which links at-risk teens 
from Fowler and Kenninger High Schools with successful role models 
has been highly regarded as a means to prevent teen ptAgnancy. An 
expansion of this program to include all high schools *nd middle 
schools would help make an impact on the infant mortality rate by 
preventing inJ-ial or repeat pregnancies among teens* 

The solutions to the problem of infant mortality will not be easy 
to achieve but we will continue to contribute our expertise. 

[Complete Infant Mortality Opinio** Survey is retained in commit- 
tee files.] 
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tXICUTXVK SUKMAJtT 



The infant mortality rate for Syracuae-Onondega County la 
17.8 daatha par 1000 birthe. Thla la aifnlf leant lr higher than 
tha national average of 10 daatha par 1000 birtha. Thaaa daatha 
hava bean attributed to poor prenatal and poatnatal care. Thla 
raaaarch projaot eought to draw out tha perceptions of varloua 
profaaaionala involved in tha delivery of health care aa to tha 
cauaea of the hifh infant aortality rate, related available 
services, barriers to care, identification of high risk groups, 
the role of the physician, and recommendations* The following ia 
a brief overview of the raaulta of thla raaaarch. 

FINDING'S 

Tha identified cauaea of infant aortality were lack of 
prenatal care end poor nutrition* Thla often raaulta in low 
birth weight babiea which ia a strong determinant of infant 
aortality* Other contributing factora were aubatanee abuse, 
smoking, and inadequate poatnatal care* 

The profaaaionala identified three high risk groupa: 
teenagers, blacks, and aubatanee abuaera. Thia waa attributed to 
the steady increase of teenage pregnancies and the lower 
socioeconomic level of black femiliea* 

Several barriara to care were identified by the interviewees 
and broken down into five categories: financial » educational i 
physical, institutional, and paychological. Tha reported 
financial barriara relate to the fact that women cannot afford 
prenatal care. Women who are inaured say not aven be covered for 
prenatal care, which ia considered preventive care. The 
education barrier pertains to woaan who lack vha knowledge of the 
importance of prenatal and poatnatal care, Thia ia particularly 
true of teenagers hawing babiea* Phyaicai barriara reported 
include lack of transportation, poor location of aervicea, and 
lack of cbiM care for other children* Inatitutional barriara 
mentioned ware overbooking of clinics, lack of continuity of 
care, lack of coordination, and lack of aenaitive gatekeepers and 
providera, Paychological barriara Include lack of motivation, 
lack of aoelal supports, and miatruat of health care providera. 

When addressing Syracuae's high rate of infant aortality as 
coapared to comparable citiea* aany profaaaionala expreaeed 
disbelief in tha compiling of the statistics. Many believed the 
statlatica were akewed due to the definition of Syracuae and the 
fact that Syracuae i*? the center for treatment of high risk 
pregnant women. Other interviews cited high uneaployment rates, 
political conserv*,tie*, and lack of program advertisement. 
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Whan aakad to addraaa tha iaaua of raca in relation to 
Infant aortnlity. Intarviawaaa* psreaivod dlffaraneaa In 
iinguiatic and cultural barrlara, high fartiiity ratas* ganatic 
traits, iaek of #?ctsnda<i faaily and! lovtr incoaa as tha cauaaa of 
a hlfhar black infant aortal lty rata* 

Tha rola of privsta physicians in traating Madicaid patianta 
ia baliavsd to b# constrains* dua to low and alow rsiaburaaaant 
rata*, and overloading, rifid papsrwork. Outalda of buraauoratic 
problaas, attributaa of Madicaid patianta thamsalvaa vara 
idantifiad, tuch aa tha tandancy for aiaainf appointsants and not 
following traataant ragiaana, which inoraaaaa tha llkallhood of 
coapli cat ions* 

Tha iaat iaaua idantifiad waa aarvicaa for *tha working 
poor", thoaa who aran't aliglbla for Madicaid and cannot afford 
haalth insurance* Tha ovarwhelaing reaponae to thia waa to lowar 
tha aiigibilitr requiraaanta for Madicaid so aora paopla would 
qualify. Othara racoaaanded a unlvaraal haalth inauranca plan to 
ba run on a sliding seals baa la* 

Xotarviowaaa alao aada aanr auggaationa for iaproving tha 
haalth cara delivery ays tea Including a raturn to tha coaaunlty 
haalth concapt; an aftar-houre private physician voluntaar 
clinic; increaeed n us bare of public haalth nureaa; increased and 
earlier faailr and eex education; and a publicity caapaign to 
targat tha *o*t at-rlak population* 

RKCONMBNDATXOKf 

Sinca tha findinga praaantad in thia raport ara opinion 
baaad, thara ia no factual baaia for tha intarviaw group to «aka 
Policy recoaaendationa. However, ona aubatantiatad fact which did 
•»arge through tha intcrviaw procaaa waa tha lack of knowledge on 
tha part of aarvica provldara about ail of tha availabla pra- nnd 
post-natal services. Tharefore* it i racoaaandsd that 
information about ail availabla prasatal aad postnatal ears 
prograaa ba coordinate* through a aiagla parson waa would ba 
rassoaalbla for kaaalag all oitr and county aaployaae awara of 
additioaa ar nsa a gsa ta axieting prograaa. 
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View* W 



July 9, 1990 




Honorablt J*mes T» Walsh, Conqrt»M*n 
t 269 redersl Suildina 
SytecuSS, NV 1*260 



otar Cong rat swan wslsht 

On behalf of tha volunt«»n and staff of the North Central New 
Vork Chapter of tha March of Dinti Birth Dafacta Foundation, I 
wish to convty to you and member* of the select committee tha 
seriousness of tha infant mortality probltP in our Chaptar 
arts* Ws ar* so happy to hava tha fiald heerin? •Ensuring 
Healthy Bebies in Upstate Mew Iforkr Prating ProbltPi, 
Promising Strittqiai" in Syrecuee. 

As cm ba teen by tupporting documents, all countiti but ona in 
our nina county chapter eree hava an infant Mortality rata wall 
abova tha Surqton General's goal of 9 par t , 000 liva births* 
Indeed, in thru counties tha rata is almost double, baaad on 
t98? figurss. Within tha city of Syracuaa, tha lsrgeet city in 
our Chaptar araa, that figure loan to 1?*8% par thousand 
largely do to tha horrendous rata of 30 par thousand asonqtt 
tha blacfc population in that City* 

within our Chapter, tha March of Disss supports our Hationsl 
initiativa of tha Csnpaign for Haalthiar Sabias *S a way of 
better attaining our qoal to inprovt tha health of America** 
babitt by preventing birth defects snd relsted conditions such 
as low birth weight. Through this Canpaiqn, we are focusing 
our education* advocacy and community services efforts in each 
of our target areas based on direct needs within thet araa* 
Our intantion is to assist those communities in reaching tha 
Surgeon General' a goals by: 



1 • Reducing the rsta of infant eortality 

7m Riducin, the low birthweight rata 

3. Increasing tha rata of sariy entry into prsnatal 



care* 



We fasl that March of Din 



in aetarnel and child 
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haalth iiiuai and will ba avan tori affactiva in rtachin^ our 
<?o*ia through tha Caapaiorn for Haalthiar Mblti activitiaa 
( aaa ancloauraa). 

«fa can not» hoKtvtr, accoapliah tha tatk at hand tlont. *a 
wuat ha*a tha aupport and working partntrihip of all coaponanta 
of our aoclaty including corpontt, govtrmant, aducation 
political, haalth cara and pafttoral itqitnta. w* naad 
govarnaanta 1 aupport on bot.i a atatawlda and national baaia to 
aaa that faailiaa will ba abia to aceaaa aarly pranatal cara* 
Thia can ba accoapllahad by removing auch barrlara aa financial 
(inadacuata or no haalth inauranca), lack of providara* lack of 
affordabla tranapor tion, and lack of adaquata child cara 
facilitiaa. Tha crowing iaaua of aubatanca abuaa auat alao ba 
addratuad, with aora aducation prograaa bacc«ing available, aa 
wall aa a bttttr aaana of identifying at-riak babiaa and 
caring for thaa aftar birth* 

wa urge tha coaaittee'e eowaitaent and aupport of thia problea* 



[Materials from the Campaign For Healthier Babies is retained in 
committee files:] 




Philip Vannaro, Chairman 

Executive cowaittea 

Korth cantral Haw York Chapter 



cct Gaorga Millar 

u t S, KouKt of ftepreaentati vae 

Selact Coaaittae on Chiidran, Youth and Fceiliee 
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PUPAIK) StATOOWT Or Juitt A. FLACK, DfBSCIOa. CfOLDKXN 1 ! COMMUNITY SttVK», 

Bura Cxoti and Bune Sumo or Crntial New York* Smews, NY 

Sine* our founding ov«r 50 years ago, Blue Cross and Blue shield 
of Central New York has Mt the health care nndi of its 
subscribers in our 10-county ssrvics area. 

Evan though tha health care issues today are sore complex and 
challenging than they vere 50 years ago, our commitment <o serve 
the health care needs of central Hew Yorker's resains unchanged. 

Like sost membei * of tha community, Blue Cross and Blue Shield of 
Central Haw York is very concerned about the alarming rats of 
infant mortality casots in Onondaga County and the city of 
Syracuse* Our concern over this serious community health problem 
has caused us to develop an infant mortality education/ awareness 
program for pregnant women in Central Kev York. This program, 
called Caring for Tomorrow 1 a children, includes a series of 
public ssrvica announcements (PSAs) for television, radio, 
newspaper, transit and outdoor advertising mediums developed and 
produced by Blue Cross and Blue Shield of Central New York. 

Our goal is to have all babies bom healthy in Central New York. 
To this snd, our role is to help organise the community to becoma 
involved in encouraging pregnant women to seek early and regular 
prenatal care. 
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Babies bom with drug addictions and/or AIDS compound ths 
challenges of our program* Bio* Ctom and Blue shield of Central 
K«v York is devoting a \arge portion of our Caring for Tomorrow's 
Children program to education. We hope that, through education, 
women will ba motivated to engage in healthy Xifaetylea during 
pregnancy. Our multi-media PSA campaign vims women about the 
dangers of using drugs, alcohol and not seeking early prenatal 
care. We plan to begin running these messages in Onondaga County 
by the end of July. 

The Caring for Tomorrow's Children program exists because, as the 
old adage goes, "An ounce of prevention is worth a pound of 
cure.* For example, it has been shown that an investment of as 
littls as $500 in prenatal care can prevent a "problem birth" 
coating as much as $500,000 in high-tech neonatal unit services. 

Every time a pregnant woman seeks out and receives prenatal care 
and gives birth to a healthy baby, medical costs have been 
averted. Healthy babies do not require expensive care in s 
hospital's neonatal unit. They also have a better chance of 
growing up to be productive members of the community than do 
their low birth weight counterparts, who begin their lives at a 
disadvantage. Adequate prenatal care and a healthy pregnancy can 
mean the difference for a child between a normal healthy life and 
a life filled with physical and mental burdens. 
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Blua cross and Blv . Snisld'a concam* for childran is nothing 
nav. Nationwide, Blua Cross and Blus Shiald Plans provide 
prspaid haalth banafit* to 21 Million childran. Locally, w* hav* 
sponsored Ths caring Program for Childrsn Foundation which 
providas frss primary and pravantiva outpatiant hsaith cars 
covsraga to sligibls uninsursd childrsn in our 10-county ssrvics 
arsa* Racantly, va calabratad ths anrollmant of ths 1,000* 
child in ths Caring program, which bsgan in April 1989. 

Blus cross and Blua Shiald knows that it's Caring for Tomorrow's 
childrsn program is not ths cura-all for tha infant mortality 
prohlam. But, it is a start to hslp gat ths msssags to prsgnant 
woman to changs thsir lifastylas and sask pranatal cars. 
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TIOGA COUNTY HEALTH MP AftlttfiKT 

2Ji Main Street • Ntv York t**27 • (*07>»t7-0*2l 



T»t OMirwMtt Jmm UoUh 
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o4*quot« mnd coaprjuooalv* c*ro. 
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fCAp fTOf ro« Atfttnlotrotor 

/J* 



isi 

ERIC 



177 





SYJtACtftf . NCW VOftK !U02 



EP«4U KOCMMN 
owvr* CMNTT MPCVD t« 



Jamm A. Aims 
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Welcome and Comments to the House select Committee 
on Children and Families 



County Executive Kicholas J. Pirro 
July 16 , 1990 

On behalf of the resident* of Onondaga County 1 would like to welcome 
the distinguished members of the House select committee on Children 
and Families. 

Two years ago this community made Children's Services a priority. Mm 
enhanced our child preventive and protective services, and began to 
look at our escalating Infant mortality rates. 

Today I am pleased to say we have put an action plan in place that is 
addressing these needs. 

1) An Access to care Team, headed by the County Administrator for 
Human services, the Health and Social Services Commissioners 
meets weekly to monitor the plan 1 s progress* 

2) Fifteen community outreach workers are trained, and working in 
the field to ensure high risk women are getting the health and 
social supports they need. Some of these workers are stationed 
right in the clinic you visited this morning. 

3) Special teams of public health nurses, social workers and 
outreach staff ire available to take referrals and provide 
follow-up for all high risk pregnancies. 

4) All maternal and child health care services are being carefully 
examined to enhance coordination. The Health Department is 
offering an integrated family clinic that includes a full range 
of services to women and children. 

5) Onondaga County is designing an Access Center to provide 
computerised tracking of clients, entitlements and coordination 
of care. This center will ensure that high risk pregnant women 
receive all the services that ire necessary to conclude a healthy 
pregnancy. In addition the Center will track follow-up services 
for pediatric care. 
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In Addition to these efforts a complete review is being made of every 
death of *n infant to lum whet other services My be needed. 

Clearly ss the lml of government charged with providing human 
services, we must provide leedershlp in developing solutions on s 
local level. Even tore isportantly we need the broadest support 
possible to m ai nt ai n these important services. We encourage the 
federal government to explore the current crisis in WIC and Medicaid 
programs* 

tithe* we invest in early prenatal cere or we risk the price of 
premature births, birth defects, low birth weights or infant deaths. 

O n o n d ag a County is proud of this community's efforts. Me have much 
more do to end we thank the Committee, in particular Congressman 
james walsh, for attention to the national problem of infant 
mortality. 



A 
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Cortland County 

Health Department 



I AMES V. FEVSS, FX 



ROBERT T.COREY. MO. 




•QAftD Of HEALTH 




V. NEtUE PiMON 
SGP&ry, 9$fd a/ Htmkk 



July 13, 1990 



70s HOffOUBLS JAKRS WAUfi 



FKOti Sarah A. Waller, Coordinator Jifftt 
PKCP/PCAP 



The Cortland County Prenatal Cara Aeeletance Program eervee approximately 
40X of all woman receiving prenatal cara in Cortland County* Of tbeea mtabere, 
30* ara undar the at* of 21 yeare. Beginning 01/01/90 PCAP and Medicaid aerged 
providing axpanded aervicea for altglbla vomd, Unfortunately aarly and continuoua 
pranatal cart ta now lata acceeaable for the undar 21 yaar old populace. Theee 
ara barrier a that we perceive. 

1. Th*re 1* a long time frame for determining Medicaid eligibility* 
One* pregnancy la catabliehad, the client ia aeen at PCAP uaually 
within cwo weeke* Tha client amy have to wait 2~4 waaka for a 
Medicaid interview. Documentation ie: landlord etateaenta, houaehold 
compoeltlon forma, etc, - ie difficult to provide for the mobile 
client After all the docuaenta are provided* Madiceid approval takae 
a Minlaum of 30 day*. Therefore, the pregnant teen may be eeen at the 
Doctore office July 1 and tha phyaiclan will not ee* tb« client egain 
until eh* baa a valid Medicaid card, which ia not obtainable until 
September or October. 

The prociee ia compounded by tha f Act our PCAP deela with 8 count ia a 
end each Department of Social Service* variea aa to for whom we aay 
do a "preeumptive eligibility**. 

2. If e pregnant woman under the age 21 appliee for Medicaid, the Department 
of Social Servicee petitlionm her parenta to Court for eupport. Thie 
secure whether or not ahe le married. Tha voau may elect to apply for 
tha unborn only, howevar tha unborn ia not eligible for the expended 
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Medicaid program* 

3. Appellate court* v«ry from region to ration. (X*r diviiioo require* the 
fatbar of tb* baby (if not marriad to ch* »otb*r before conf ln*a*nt) 

to ralnburo* to tb* county all wad leal coat* acaoclgted vich the 
pregnancy. In other diviaiooa, i.a. Stauben County* only the a art try 
coate for tb* newborn wumt b* raimburtad. A atendard Policy abould 
ba davalcpad for thm Stata* Thar a should be no differentiation 
between tha aarriad and unmarried pnrente. Vby not baa* eligibility 
atrlctly on income' Wt hava aaan a " jmber of young pa op la marry 
•imply to avoid payback. 

4. If a cliant baa Kedieeid coverage and appliaa for Public Aaxiataoca, bar 
Medicaid etope. It ia eaeumed th* Public Aoaiatonca cea* vorker will go 
back to tba Hadicaid expiration data* but tbia do** not alwaye occur and 
tbara 1* * break in covoraga during which timm prenatal **rric*» ara 
provided and ara not reimburead. 

IT HOCtg IE QUI RECCqttgiroATXO* THAT: 



1. Allow PCAP to do » praawativa eligibility on all pragnaat w«in» 
ragardla** a* to tb*lr aga. 

2. A Ukivar to eatmpt all prognanc under 21 yaart old women from tba 
par ant al aupport procaaa. 

3. Appellate Courta should ba tba aam* ragardlng patamity iaauaa. 
Bona rainburaansnt on income of tba fathor and limit tb* charaa* 
to nuraary coat*. 

4. Oacm a pragnaat wows ia determined aligibla for Medicaid do 

not allow a lapaa in covaraga if ah* appliaa for Public Aaaifftanca. 
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HEALTH SYSTEMS AGENCY 

Or NOtmUIIBN NIW YORK, INC. 

nNEWOTRAM* WUHN0TON AVfNtS EOTENNON 
AttAMV. NEW VOW 1Z206 • HU9N0NE (S1H 462-3300 
FAX (9<t) 463-3943 



Jul* IS, 1*90 



RECEIVED 

11 6 WW 



Honorable James Walsh 
12S7 Federal Building 
100 South CUnton Street 
Syracuse, New York 132&0-Q188 

Dear Congressman Walsh: 

Thank you for the opportunity to offer testimony on Issues relative to the 
delivery of prenatal and perinatal services In Northeastern New York State. As a 
health planning agency with grassroots input from 17 counties, the Health 
Systems Agency of Northeastern New York has Identified several critical perina- 
tal issues, and we are offering several suggestions for Improvement 1n access to 
and availability of services. I hope the attached comments are useful to you in 
developing your legislative agenda. 




8ruce R. Stanley 
Executive Director 



Enclosure 

cc: Donna Cashman 
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PuttAMD Stattmknt or Bbucx R. Stanlky, Executive Dincra, Health Smw 
Aocnct or NornmtAWTTMN. NY* Inc. Albany, NY 

8y the Heeltb System* Agency of -Northeaster* -Ht*. York, Inc. 
July 1$. 1990 



The Health Systems Agency of Northeastern New York 1$ pert of a statewide system 
of private not-for-profit health planning agencies established under New York 
State lav. He are charged with the responsibility of planning for health ser- 
vices In a 17-county region, implementing health systems plans and reviewing 
applications for new and expanded health services. 

Northeastern New York is a primarily rural 17-county region consisting of largely 
urbtn Albany County and 16 rural counties. Shortages in the availability of 
primary care services in general and perinatel services in particular in the 
region are evidenced by the designation of 25 federal Health Manpower Shortage 
Areas and 44 New York State Regents Shortage Areas within Northeastern New York. 

The Health Systems Agency of Northeastern New York has employed several methods 
to Identify and further define barriers to access to primary care and perinatal 
services. In 1*86 the Agency developed The Northeastern New York Regional Plan 
for Primary and Preventive Health Care Service , which included a nu<woer~o? 
general and area specific recommendations for change. In 19®9* the Suberea 
Advisory Councils of the Health Systems Agency of Northeastern New York spon- 
sored four Rural Health Issues Forums in rural locations. A number of primary 
care and perinatal Issues were identified and several solutions pco^sed. In 
addition, staff of the Health Systems Agency prepared, on a contract basis, 
eight Community Health Assessments for individual counties in satisfaction of 
the requirements of Article 6 New York State's of Public Health law. 
A number of primary care and perinatal problem were identified and recommen- 
dations for solution set forth in these documents. Listed below are several 
issues identified through these processes and specific recommendations for 
addressing these concerns. 

ISSUES : 

1. Lack of availability of primary and perinatal care providers in rur$) 
areas. 

Private practice physicians are frequently reluctant to settle in rur$\ 
areas where the population base is insufficient to generate an adequate 
income. In addition, reduced availability of peer support, continuing 
medical education opportunities for spouses further contribute to 
difficulty in recruiting and retaining family practitioners and 
obstetricians In rural areas. Further, low Medicaid rates for primary 
care providers coupled with proposed burdensome Medicaid cost containment 
measures and high malpractice rates restrict access to ^rim^ry care by 
reducing the ability or willingness of some unregulated providers 
to care for patients. This is of particular concern in rural areas wnere 
prim4ry care providers are already 1n short supply. 
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Throughout northeastern ffew York shortages of community health nurses, 
nurse midwive*, nurse practitioners, physician assistants and other 
health profess ionat* are reported. 



2. Inadequate funding mechanisms for public health services. 

In undeveloped areas with low population density, popu**t ion-based 
public health funding such as state Article 6 funding and local property 
ta*-besed funding of local health departments often result in under- 
funding of preventive health care servies to residents in greatest need. 
Scarce public health staff are often allocated toward services such as 
home health which have more secure sources of reimbursement. 



3. Difficulty of networking in rural areas. 

In rural areas large geographic distances between communities and 
geographic barriers serve as additional obstacles to networking and 
coordination among health providers and limit efficient and effective 
use of scarce financial, personnel and administrative resources. 



RECQHHE8DAT SOUS : 



1. Offer additional incentives for pr?«ar/ care and perinatal service 
provision in rural areas. 



•Structure loan forgiveness and other health personnel recruitment and 
retention incentives to allow mid-level practitioners such as nurse 
midwives, community health nurses, physician assistants and nurse 
practitioners to receive loan forgiveness and satisfy service 
obligations by locating in medically underserved areas. 

•Provide financial incentives to institutions of higher learning to 
establish residency/preceptor programs in rural areas. 

•Enrich Medicaid reimbursement for practitioners located in underserved 



2. Improve funding mechanism for public health services in sparsely 
populated rural areas. 

•Make available supplemental funding to low population c*»nsity countries 
with poor health status indicators to establish or ^xp$ftd public health 
services. 



areas. 
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•Continue initiatives to coordinate health education and illness 
prevention activities of school districts, county health units and 
vol witter health and Ke*1th education organ 1*at1ons. Support 
demonstration efforts to provide public health services in schools and 
conduct evaluations of model programs with results disseminated widely. 

3. Support local levtl efforts at rural networking intended to overcome 
barriers to the devlopment of a full continuum of services caused by 
low population density end large geographic distances between providers. 

•Provide financial incentives for planning and implementation of rural 
health partnerships with consideration given to consortia of two or 
wore providers proposing to dtvtlop perinatal services in underservfd 
areas. Evaluate r*eon***at1on projects and disseminate results to all 
health care providers and interested community organisations. 
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Pupaup Statement or Kathyuot Sbpca* MAWm RnuicH SractAUtr SUNY 

HSALTO ScONCX CXNTBt CllXtCAL CAMPtA, BlHOHAMTON, NY 



«y dim U Kathylao* fiafc*. X a* * rttutdi aptcialiat with FaaiXy 
Nodicios* SWT l+alth §ct«oeo Gmctr* ci laical dmym locattd ia liaehaacoat 
*tw Torfc. Z would lika to thank the coMittoo for tholr ooocaro tbout tha 
hitf> iafaot ■ortallty ncti axparitactd la tfpotato few tax*. 

At South Ctnml rmgioa of up* tat* Km York haa axporiaactd infant 
■ortolity rat** raatix* w to li.i for a aix cwwty *r*a dor in* tb* poriod 
IK* to XW. Thar* trt mot rtaaooa for this aUfc roc* of Infoot oorttUty. 
I wdd lite co addr*** the loch of aarvica provider* for proootol *od 
Pediatric cor* ia this Urfely rvrol *r** «od roc a—end that tht f*der*l 
•ovarootat offart 

(1) tuition ***i*eaac* for aorfical etudente «feo chooa* priaery cm 

epecieltie* (r**ily *r*otiee, Pediatric* aod Internal Ktdiciaa). 

(2> a oonaooat coeaUtaeat to fund initiative* eoch aa the fe»*«l Medical 
«duc*tioa Procraot 

W iocaotivaa to achool* of ourain* to Provide «idwlf*ry pro*xe*»» 
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The South Central rtgion of upatata *#w Tork it uodtrstrvtd by 
practically every typt of fatal th cere profceaiooal. Thart ara not enough 
available phyeiciane. nursea, dent lets and othar hamlth cart Professionals to 
provida cart to tht largely rural populetion. 

flora than a half million people live la the upstatt counties of Irooat, 
Chenango. Cortland, Pelavart, Tioga and Tompkins couatita. Approximately 20* 
25% of that population baaa livta la ciosa proximity to an urban arta 
(linghantoo). Tfcm rtac of the population livta In small towns and rural artaa 
which art 1/2 hour to 2 1/2 houra fro* Binghaaton or Syracuse. 

Theft counties ara geographically large Delavert County alone it tha 
aire of Rhoda T a land. Although thtat artaa Bight not qualify aa undtratrvtd 
area*, health cart servicta ara concentrated around ftinghamton and Ithaca. 
The rural population hat limittd aectaa to tht htalth care iervictt. 
esPtcislly tht Prenatal and w*ll~beby viaita which can reduce infant 
mortality. 

although tht infant mortality ratte in thtae count ita ia ltaa than the 
current rata in Onondaga County and Syrecuee, tht problem ia mora pervasive aa 
tht South ctntrei arta does not have easily identified "pocktts" of high 
rates. This means that targeted progrta* will not significantly change tht 
infant mortality ratte for thia area. 

The high rataa :n Onondaga County may be reflect ivt of poverty* lack of 
insurance or inability to aectaa providers; tht high infant mortality rata in 
tht South Central arta of Xew York adds tha probltm of; a lack of providers in 
rural $xw. Even a program of universal covtrett for prtnatal cere and care 
for th* firat two yeara of a child' a life will not impact thia rural arta due 
to cbt difficulty* of getting to providere. if g woman Uvea in the northern 
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refloat of Toapfcina or DtUwm County, that woaaa b*S to travel « average of 
i I/I to 2 hours oat *uy to gat to a provider. 

Hore need* to bo done to entice health eoxo providers co iooat* in thaee 
rural ereee. Tfcis cm be accoaplisfced br of faring tuition assistance to 
eedicel etudaots koo eater or iaary con residencies (Fanily Practice. 
Pediatrics end Xutsmal Medicine) and by aspendlng financing of initistives 
wk* as tht Kurei Medicine Education Frograa developed by SUmf-saaltb fcisaca 
Cantor to place aedical studsnta la rural areaa. 

It ie cetlaetad by the toericaa Acede-y of Paally Practice that 25% of 
each class graduating froa aedical school need* to aatar f nelly prec ?e 
residencies to aaet the aaaaad for pr iaary care service*. Tba national 
everega for tba past eight ysars has shorn a gradually but stsady decline of 
graduating studanta tncaring really practice residencies froa HM to 10.$% 
in lttO. In Kew York Stats, tha record is even aora diaaml, the svaraaa for 
tba oast eight yaara for Downs tats Schools is 3.5* and for Cpatata schools 
>.X* of aedical school graduates choosing a earaar in f aaily practice. 

Tha cl laical Caapua of stnrr-Kealth Science Center was created to aottreae 
the need for aora pr iaary care physicians. Tha Clinical Cea+us is a branch 
ceapu* of tha Collate of ttedicine of the SWT-Seel th Science Cantor at 
Syracuse. Tha Clinical Caapua wee established not only to alio* for 
sienif icant and cost-effective expansion in tha noabcr of physicisn* 
graduating* but also to provide aedical education which eapbesita* priaary 
care. Aa a coasaiaity-basad prograa. tha Clinical Caapua aedicsl education 
prograa ie conducttd in a variety of health fscilitis* in tha foutharn Tisr of 
H* Tor* Stats sad Northern Tier of fenneylvenie. Boapital affiliates include 
three general hospitals* a state psychiatric hospital* a stats developmental 
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canter cod a Veteran*! Adainiatratioa Center. Th* 



ity health atencie*. 



clinic*, and privet* doctors* office* uitd id tht fachina profraa are spread 
ovir « five~coucty irn, 

ItM faculty of th* Clinical Caapua is realooalisad rather than c*ntr*lly 
located and nuabare over *00 individual pfeyaiclaae and health professional*, 
About 1*0 of th* faculty are paid on a part-tiaa be* la to t**ch t with the 
reaeinlna 2f0 contributing to the *c*d*aic *ro*xe* voluntarily. Tfc* faculty 
1* part of tht iimr faculty organisation of the Colic** of Medicine/ltffY- 
Itolth fclence Center at Syracu**. 

Specifically, th* eaofeeeie of th* clinical Caapu* la a general *od 
priaery car* oritntatioa featuring aabrlatory tfaching a* wall a* inpatient 
instruction. The entire third year curricul\ai waa developed by th* Clinical 
Caapua faculty with the fuidaac* of tha Clinical Ceaw* Peen end hia ataff and 
th* approval of SWT ayrecua* Departaect cheiraea. Th* curriculum include* 
f«r nor* *apn**i* and experience in ambulatory car* setting* than traditional 
aodala. tha hoapital clerkship* ar« dooa at local coaaunity hoapital* which 
art affiliatad with SlOT-aaeith Science Canter. 

third y**r clinical Caapua student* art required to participata in a 
longitudinal court* called Continuity of Car** which ia developed and 
conducted primarily by family physician*. Th* Continuity of Care couree 
contain* element* of both a clerkship and a preceptor ship. All Clinical 
Caasua students participate i/2 day per week throughout Che third year in an 
eaeigned pr'aery care phyaicien** office as well aa participating in 
structured prlaary care reaching *Ctiviti*s. In approxiMtely §0* of primary 
care eitee the preceptor* are faaily practice physician* and the remainder *r* 
general iateraiete. 
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**** Ml t* Ifif , a total of 1*4 aedical students graduated froa the 
Clinical CM9«t t tore than one U five sreduates of Ifn^fyrfm Clinieal 
Caapue for the period Ittl-itt* chose a residency 1a really practice (21. 1*, 
aa$o). Althoaah there ere variations across the itudy period, the Clinical 
^ * oeaaisceatly greater proportion of aedical stueeets who cftooe* 



Aperoiiaetelr oae-third of each class is placed la precen^orshine which 
include obstetrical services » Throughout the nine aoathe cWe data km 
collected ia Ittf-lttO, thee* 19 gtudente performed ltl prsagrgl trm* with 
their preceptors , Aa expansion of preceptorshipe which include obstetrics 
will increase the nedicel student* experience with prenatal core in rural 
axaaa. 

Of the aore than U.tOO patient encounters recorded for the clese. It 2* 
were pediatric visits. Sort than half of the PTeceptorship* are located ia 
rural areas with high rates of infant Mortality. 

Tuition incentives for aedical students will increase the acceptance 
rate for this non-traditional curriculun which eapheelsee priaary care 
specialties and produces a fie^if icaaely greater noaber of faaily 
practitioners than the aore traditional aedical school curricula* 

Another initiative which swr-aeelth fcieocg Center hen undertaken in 
the last two rears in the Rural tfedlce*. Education Froarea (rod). The 
Department of faaily Medicine plecee a snail amber of third year aedical 
students in rural coaawnittes full-tin* for nine aonths to work end ISAra with 
board certified faaily practice physicians, students who elect this proarsa 
live in the rural coaaunity and then return to the sain caapua to coaplete 
their fourth year. 



a residency ia faaily practice. 




ERIC 



BEST COPY AV/UUBU 



190 



Tba 9t*f& foals of this protraa iacloda flaxibility to aaac tha ondi 
of stodaata iataraatad in pri»ary cat* in a w wbw aattiaa, itttoitbn tias 
with rural paraiciaoa sad boapitala ia Central 9m TO**, halp rural 

I 

eovMitic* ratalr «d rtcxuit ohrsiclana, and davalo* a rmrai aatvork far 
■os* tfftccivt patiaot cara. Th# stodaat la ablt to davaloa a loot tarn 
ralationahip * pracaptor *>iia bain* i^md U tha d*livtry of primary J 
baath cara to a rural araa. 

to data chraa ttufeots havt baan placad in *>rtharo aod Caatral Haw 
Torfc* Caoton-Fotadaa. laa^toa-sbarbaraa^tamilt, sad Oo w aaa. Aq 
additional aifht studaota will ba placad in Ptbryary/Karch of XtU. foot 
araaa hava axpraaaad aa intaraat la too protraa: Naaaaaa* lowvilla. Cortland 
and Vatkina Qiao. Tha pro«raa mill axpaod ala© is to ooaauaitiaa of Altxaadria 
B#y» Aubwj, Danarilla. Halona. Xoat. Mxaoac U*a. Trta»otb*r* and Vatartowa. 
Many of thaaa araaa art io r naar ftdaral and/or atata dttianatod poytician 
short*** araaa. 

Tfctaa cooMitias auat provida a financial aaaistaoca packaxa to 
•tudanta of ipproxiaataly 1X5.000 par aita par ytar aa scholarship funds, 
housing, taxtboo* purehasaa. eoawuttr support aod relocation *xj>*o«o . Thtm 
support taajniroa *o post-trainina coaaitaant on tha port of tb* ttutftot* 

bocoa*&t*d pstiant raoord froa tha^two atudaota who hava coaplatad tha 
proaraa indicate that tha atudaota bad ovar i.QW patiaot aocotattar*. Aftar 
tha fine aidbt waafca of tba proaraa » tha atudants war* diraotly rasponatblt 
for patient cara durioa aort then t0* of thair ptxitnt contacts. An svereca 
of 19% of cfct patiaot encountere ware pediatric aod 11% vara obstetrical. 

A peraanent financial base and coition support cao increase tba pool of 
available Placements to eccoanodat* student* who ai«ht ba interested in 
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practicing ia rural a****' 

TU «outk Oaotrml kw Of «•»(« ** York *«>*ri«0C** approxiaat.lr 
7.000 pirta* a»u*lly. ApptwElaataly {Oft of tbaaa Mrta* ar* fw" tfiananm 
aad Btlawra Coweta*. Chaoaogo Cbuocr do** not t>*v* aar fMtttt **r»ic** 
•v*<l*U« witkia ch* cowicy. Diliwn Cooaty. th* «*o*r*palc *U* of Ifc*** 
Itimi. h** * ri«itlas praoatal cliaic ttMtUi fty ««« aidaHTM. to ord*r to 
provid* f***ac*t cat* ia rural ar*aa **ck •» «*•*•• ra4a*al 
pmnnt and* ta aupport M« UtcUciv**. OA* MMrt* i» to aak* • 
CMitMSt to our** ntdwlfary, b*ck*d op hy financial iacaativ** to »chool* to 
d«v«lo» .ld.if.ry pn*r«n*. Tuitico a*ai*taoc* to individual* iac*r**c*d ia 
ebto «t*od*d pcof»*iooal fW« utll h«lp to oRpaod ctoa «v*ll*btllty of 
praaatal cart ia the** rural ar**». 

To will*, tba eauaa* of iafaat aortallty ar* aaay aad varitd. lack 



of iaauraooa, poverty, liaiud prtvaotiv* health caro. inadaooat* nutrition 
ood abuaa and oaglaet at* cootribvtora to high infant aortality rata*. 
Soumr. «v«* If tbaa* problaaa wra aatically aolvad, th* prool** of hi«n 
infant aortality rat** tft South Cantrol «w Tork will not ft* atltviatad, a* 
cbara at* » tapir aot *aou«h yrovidtr* to car* for cha rural populatieo. It* 
f*d*ral *ov*roa*ot oaada to provide iocwtiv*. for rural practie* in th* fo» 
of toitioa aMUtaac*. proctaa d***iopn*at aad xraaaaot funding, of 
initiative which iacraaa* rural proviaio* of praaatal aad p*di*tric ear*. 

juapactfolly aubadttcd 




■>«n> A 



\t. lUfcft* H.i.v. 
*H»etaiift 
$Wt tiilxh $cl«acc Ctnetr 
ClisicaX 
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Prepared Statement or Kathleen Pxeeikj, R.N.C., M»A. Health Educator, 
Faculty, Wilson Family Practice Rwidency Program 




Kathleen Ferfcins, R.M., HA, Csrtifisd Coeeunity HMtth Nurae, 
NMlth Iduester tor liNmn City fteaily Car* Canter 
Faculty* Wilson Paeily Hsdicine Wsoidoncy Prograa 

•roaa* County had an Infant tartality Rate in th* rang* 
of 7.2 X t* 13.C X free iff* te IfBt. tt ie a emcern tar 
health educator* that tee census tracts in Johnson City, on* 
which contain* the J o nh o on City Naattfi Car* C*nt*r ha* th* 
hi sheet rm in »roo** County, Accurate *tati*tic* for if** 
ar* not y*t available, however B ra o** County Hoalth 
Oepartaent a*ti*ata* that percentage i>a* decroaoo d onaoHhat 
since then. 

Although t*ti* i* encouraging, we oust loot at M*y* our 
social , *cono*ic t and h**lth ear* systse eon keep this trend 
fro* rsvsrsint its* If one* again* too* of th* pnobleee noted 
that relate to a high INI *r*i 

Ubftli* ffimfjy anf h lWMMflTa *rm etel woven and/or infonts 
ar* of tan vie tins of , or besieged by poverty , physical 
violence, verbel ebuee, eexual abuse* inadequate haalth ana 
dental ear*, ina d agu e to food an* fceuein*, lack of child car*, 
and drug or alcohol abus*» 

L^Dauaat. harrlar Many wo**n of for*ign mn traction ar* 
unabl* to understand physician instructions or health 
education* 

Tntamranlant M**iatmla« often th* iif*~*tyi** of wo**n 

do net encourage us* of appointee* to available, floee wooen 
else* let* and d* net show for m eppeintaente, ether 
mean have difficulty in arranging appolntaents outside of 
wertt hdwrs* 
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, ■■ - Mho Uvt outside of walking distance 

have trouble eeceeelog transportation. Medicaid in our 
county wilt provide traneaertetlon if c Hants call the day 
before. Riddle and loo incoao somen not on medicaid do net 
havo this luxury, and aoaa> hava no phone to call for a ride, 
or are unable to avail thsneelvee of this service. 
VaXiCBUmaiMl ~mtilffrHrf|g One w nrf i n about tha impact of 
anvi i onaental contamination on the I MR. eat la it in thla 
area that ia different than other ceneue tracta? la there 
aore pollution free Industrial was tee? la it the water? Ia 
the inversion effect of fog or smog wore in these census 
tracts? Is it the poor housing? im it poverty? 



ffdjrittfTI' Xa tha IW high because of lack of education in 
**"•*» that would proaote bettor outeosae for prenatal woaon 
and infanta? 

This short list is undoubtedly sieptiflsd end inadequate to 
deecribe tha wide ranee of possible reasons for a high MR in 
erooee County and the United fttatae mm a whole, however it 
SKprsssea aeny of coeeunlty health educators eoncema. 



reco mm ends tiona that eight ensure better outeoeea for 
pregnant woaon and infante m upetate New Vorfc and in the 
United states are contained in the following permgrapha. 




& 9MeCButatA iOCQett for at 1 prenatal woean and eothers of 
infanta up to one year old to elleinete poverty in these 
groups. NIC eliminated for this group. 

HeWelttrr nettflrgtlnn Ot ajmenam.y to Public Health Of fleas 
for educational , social and counseling support services to 
secura adequate health care and aducetlon. Couneeting should 
Include adoption options, nil pregnant woaon should be able 
to sign adoption papers, irregardteee of their ego. 

WfAfrtory Sxm rmmmUn* ea* ■ifi—; frrMtrnfr for feeiiy 

violence, substance mouse end neglect of eelf or infant. 
EEtt Demlib CJCft nl JflMDlU&aflOft for all pregnant woaon 
and infante. Medicaid certification elieinated for thla 
group. 

fat tab* fetJMA email to* frsUitl RtomUaO to all pregnant 
mmmt *f* 4 »' fooAlUe by one consistent Public health 
nurse, m PHM would be their liaison to ether services if 
needed . The PM* would continue the relationship to the woean 
and her family over the years. Free professional aducetlon 
and adequate wages would encourage PMN'a to remain In the 
field for long period* of tlee. PMN'e should be aaaigned to 
blocks in the city or an Indigenous area in the rural promo 
to be familiar with the subculture of the area and to kns~? 
all the families in their district. ftceeee to appropriate 
p r of e ss ional consultation should be 
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FifltriUV IfiOOmOKt trtnWHtari to provida translators tor 
foroign speaking prenatal npoon and aothar* to tftturt 
edegua to hMlth educatim and trMtatnt. 

Cat fcttalA SACK* Wo— n rmd the tituranct their incoae will 
not bo forfeited to tho coot of child caro. Child caro con 
keep ovon a olddlo incooe foolly ot tho povorty level for 
msmy yoor* ond ontlcoo parent* to have latch key children* 
Child coro Mill help proooto adequate health coro if prenatal 
wooan and oothor* of in ton to con ftoofc hoolth coro without tho 
burdon of toklny othor childron to appolntoonts. 
fljffctfOtO UOeXth CCQXldtCft tit KKXlAfc WHAB&MQte M% 
geawoaiasit tlee* tor mow. ThiO My IftMO tho use at 
Eo org o nc y Boooo ond cut dawn hoolth coro coots orioino froo 
tholr um, will provido continuity of coro* 
CP— tm ■He'lTtTr b V oducating tho public ond providing 
oidwifory odueotican ond proctlco oonotory incentive* to 
practice in ohortapo aroao. Thim lo a valid alternative. 
Stud 1m havo ohown that aldwlve* havo bottor outcoooo than 
phymiciono (fawor C-Bactiona and oochanlcal deliveriem) . 
Use imilX. OSIOML nragtfttlowre to thrir fullest capacities. 
Faoily nuroo practitionor* aro family orlontatod ond aro 
trainod to car* and proooto proven tivo hoolth caro. Thoy 
aro hoalth oriontod where doctors aro lllnooo orientod. 
Faoily nuroo practitioner* aro ablo to and willing to take 
tha tloo to tooeh pronatal w oo on about pregnancy* childbirth 
and wall Infant caro* Thoy aro roodily available to tho 
prenatal train and oothor* of infanta* 
Travel f no yjQ^ to tako physician*, oidwivoo or nuraa 
practitionoro to rural and high ri«te ancas-to provide on site 
care. Utilisation ot a roving van would bo wore coat 
effective than maintaining on alto ctinlco in oovoral place** 
Federal \x. flTMaHf VSUMCStX into environmental or other cause* 
of high Irvf. 

liitocMtiABAl ^iftft ta txLsh ft final tt'tf^ytt to sake theo 

aware of what protoooionala aro needed in oatomai and infant 
hoalth area*. Froeotlon of and pro-selection of candidate* 
tor primary caro prof***ion*» 

Pevelfttt OrtUBitiflD Mb+sq ill OlCfti. AC hlffjy risk sefctiiv** tor 
phy*ici*n» f nuroo* and ooeial worker*. Teach the* in the 
coeeunity setting where thoy aro needed. Hoot higher 
education goo* on In urban center* where high tech 1* used 
ovary day and *up*r specialist* do tho teaching, student* 
are indoctrinated in urban specialty training and fear tho 
rural or high risk practice* because thoy havo had no 
practical axporienco or education in the** setting** 
Tllillll — ll Ot "^fl^ff §B& mStiSMl ■tMtfenil traveling vans 
to encourage practice in rural and high risk area*. Howards > 
stipend* or grant* to participate would enhance tho prog re*. 
EiMOKiflJ otfee^e to prieary care phy«lclan*» elcfwlv**, 
faoily nurve practitioners, ***** ond social worker* for 
rurok and high risk practice*. Faoily Medicine physician* In 
particular should be given coaeenaatory incentive* to the 
upoo*t ability of tho government aa Faoily Medicine 
physic 1 ana can care for 97% of all hoalth probli 
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Encouraging tho uoa of telly ftadiclna pftyaiciana in itaolf 
would cat dawn on tht uoo of oadieat apocialiato and noduco 
tha coat of ha* 1th caro. Faoliy Npdieino phyaiciana ara 
tralnod to worts in conjunction with oldolvoo, nurw 
practitlonaro, social wo rfc or o on* PHN'o to provida continuity 
of caro. Thlo Mill prooota bottor outcooao for high rla* 
pronotai moon and infant*. Practltianora naod covorago to 
onouro odaquoto froo tioo for fftoily, toiouro and otudy to 
ancourago thaa to rooalrt In undooiroblo aroaa. Xneontlvaa to 
practlco in rural and high rtwk «rooa wuid hoip an aura 
adaquato crooa covaraga of caro. 

F i ftincUt lOOPUXtt fan MCltX HCtftUi' wocial worfcara ara 
ono of tha pooroot paid profooaionalo in thia cow try. 
;*a*lth profooaionalo agrao that a largo parcantoga of 
pranotal woo on and oothorg of infanta havg ooclol iaauoo 
hindoring good outcoooa. Thooo ioauaa naval v* around 
poverty, faolly vlolonco, abueo, rfya functional faolllao and 
addict! vo bahavior. Social work intorvontlon la loporatlvo 
to holp roaoivo oooo of thooo iaauaa- 

EttftCftL CMMilMUm at Mllll ll—llll taUACtf* to protoct 
pragnont wooon ond infanta froo contaoinatoo. 
4-**— - ^ — - — — * - 



toach pronatal wooan and aotharo of infanta laportant 
inforoatian to provont infant aortal lty. 



In anaoiry, iaplooonting thaao racoaoandatlona will 
undoubtadly lowor im and altar tho offoct of inadoquato 
oocial aupoort, hoalth allocation and hoatth cart in upotato 
Naw York. Thoy hava tho potential of boing coot offoctivo by 
cutting bureaucratic rod tap* in daeldlng what wooon and 
infanta ara oliglblo for cartain aarvlcoa* Tho long tara 
cnoto of poor outcoooa in pronatal and infant ha* 1th car* 
will ba l o w or o d and incroaaad productivity of futuro 
ganarationa will bo proootod. 



Raapoctfully *u bolt tad. 




KatMaan Parklna* ft.N.C. , M.A. 
Haalth Educator 

Faculty , Milaon Faolly Practlca 
Raaldancy PrtsQrmm 
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CMa, my i*it 
UK weu c*«u? 



Honoroble George Milltr, Choir 

Select Corrmittee on Children, Youth and Foul lie* 
FWnH2.385, House Office building, Annex 2 
Washington, D.C, 2051 S 



Deaf Congr eS* .«n Ml I ter s 

Thank you fo' the opportunity to conmenf re;arding 
maternal ond <:hild health issues in upstote tJew 
York. 

Infant wolity fates con be positively affected 
with greater emphasis being placed upon 
prevent \ on. Prevention Is not se*y nor doet it 
attract sympathy or attention like a neonatal 
intensive car? unit. Further, the results of 
prevention o e not immediate and therefor*, 
preventive health and education is difficult to 
sel* to funderf. 

The 7 wo rnost corrmon causes of death in newborns 
ore prematurity ond low birth weight. In the 
greatest percentage of cases both premot ur i t y ond 
law btrfh weight ore preventable. How? Through 
eorly, realtor, comprehensive prenotol core which 
includes risk assessment, education, nutrition 
supplementation (WIC), medical Supervision, and 
case management (social support services). The 
outcome will generally be a full -term, normal 
weight newborn. *-iundreds of thousands of dollars 
will be saved ty investing thouionds of dollori in 
preventive health, education ond support services. 
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At~rl»k population often need financial help and 
education In order to accost corrpr »h«n » I ve 
prenatal and preventive K«aitS cor*. Teenogert. 
uninsured wqmon, tow Income womern minority women, 
and substance abusing «ramtft are among th* persons 
that mutt bo targeted through widespread outreach 
ond oducotfan tMoftt. Such effort* should 
cfeorfy articulate the need f ar early, 
comprehensive prenatal core and discus* programs 
that help pay for such core* 

Usoolly the program* that are most lucctufui In 
motivating families to comply wi tS sensible, 
healthy behavior* ore tho»e that take the time to 
help the family to help themselves. Therefore 
fond* »hould be targeted to carmunity health 
program* that ore "fomMy centered 11 , that advocate 
for and Support famillei, that empower fomllle* 
through education, financial a»*i*tonce and cote 
management ♦ 

The Women's InCant* ond CM I dr en # s f^lutrltlon 
program (WtC) provide* on ideol place to reach at 
risk fomille** F*vnd* should be increo*ed for ?NU 
program a* welt a* for prenatal ond primary health 
core »erv|ce» that operate* cnj toborote or 
cooperate wi th existing WIC service*. 

Established community health services and 
provider* should be encouroged to work together to 
improve health outcome* far women ond children. 
Twnder* should Offer incentive* to promote Such 
network or contort lum development to inmre the 
prudent use of available resource* while reducing 
coftfty duplication. 



ids 



Wt have to *rop faring billions of dollort Into 
the development of tervkn Ilk* neonotol 
Intensive cor* units, Yh should Instead launch a 
sincere effor? to reduc* the need for such 
tx^tniivt services by preventing prematurity ond 
low birth weight I n fori I s , V/e mvi t teach f oml I Its 
how to stoy hoof thy. 



5 incere I y. 



Janice L. Chor I es 
Executive Director 

hfarth Country Children's Clinic, Inc. 
35 Empsol I Piaaco 
Wotertown, riew York 13601 



Ms. Chor I os choirs the North Country 
Prenatal /Per inatal Council, Inc., a trUcounty 
network devoted to improving health outcomes for 
oil mother* and children in Jefferson, St. 
Lawrence, ond Lewis counties. 

She is a member of the ffew York Stote Rural Health 
Council, N iew York Stote Deportment of Heolth, 
Albany, Tfew York. 



[The Bwoitt Entitled North Country Children's Cunic is Retains in Commit- 
tee Files:] 
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czNoxtA County (MAwii Chnle, Una. 

»• IMWiia HAXA 

its J. m. wf* MJtca 
WATWITOWV. I«W VOUK 

AOMtNtantATtv* ewe* »i»-»i»-M*a 

WCU. CHILD OFFICCi »l» 7»l »*0O 



July 25, 1990 

Dear Congressman Killer, 

I am responding to your requett for comments regarding how 
beat to improve infant and child health. Our Adoleacent 
pregnancy Program at North Country Children 'a Clinic fallowed 
over 700 pregnant and parenting teen clients laat year in the 
Northern New York countiea of St Lawrence and Jeffaraon. 

Our nurse educators see teena on a daily basis who have 
little knowledge of childbearing, and leas of child rearing. 
Most of these toens are already kfh school dropouts when 
they enter our Program, and have^»een raised in 
single parent families. They harbor ill conceived ideaa 
regarding their reproductive potential. Once pregnant, poor 
nutrition and smoking jeopardise that pregnancy .Once 
deliverd. these young mother a tell of infant food intakes 
that are baaed on whim and their own appetite for Kool Md. 

I aasure you that we work diligently through the *XC program. 
and on an individual ba.ia, to teach reproduction, ^••^h, 
nutrition, safety, and infant development to these teens, nut 
other interventions are needed. 

I would urge you to consider an expansion of a full Family 
Life Curriculum into the early and middle grades, (before 
these kids drop out), the introduction of school baaed 
clinics, and curriculum and day care 

enabling them to atay in school. Pull funding of the WIC 
program with ita educational component is also essential. 

Thank you for this opportunity to express my thoughts. 

Sincerely, 

Mary Jo wane, R.N. 
Coordin*tor, Adolescent pregnancy Program 

O 
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